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ia the course of years, fundamentals 

are bound to change; those that I now 
stress you may alter or even discard, for you 
will have other ideas. I come, therefore, as a 
commentator upon what I consider today the 
fundamentals of fracture treatment. I believe 
that the treatment of a person with a fracture 
should begin when the fracture happens, and 
that treatment should continue until he is able 
to work. 

Social service activity within the profession 
of medicine is a necessary and potent factor to 
the success of sound surgery. A fracture is a 
surgical problem; it is also a social problem. It 
is surprising to what a large extent the per- 
sonality of the patient tends to be lost, in the 
rather complicated surgical service of today. If 
the patient is given a real chance to explain 
what he knows about the situation to the doc- 
tor, who has skilfully established friendly rela- 
tions, the result often is a flood of helpful light. 

It is no easy job to conduct properly the 
treatment of a fracture case from its inception 
until the man is back at work. When we begin 
the treatment of a fracture, we assume responsi- 
bility—certain obligations to the, profession of 
surgery, obligations to the patient and obliga- 
tions to the community. 

The principles of treatment are personal and 
technical. Familiarity with these personal prin- 
ciples underlying fracture treatment may have 
obscured their importance. Therefore, I shall re- 
view briefly these personal principles. 

Imagine a fracture of a long bone in a child. 
I am called by the distracted parents to take 


*Read before the annual meeting of the Minnesota State 
Medical Association, Minneapolis, Minnesota, May 31, 1939 
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care of this child. Why am I called? The or- 
dinary reason given is that I am regarded as 
the family doctor. I delivered the mother of this 
family of all her children. The mother says, 
“Doctor, you know the constitution of this fam- 
ily.” “We have confidence in you.” It is true 
that I have been practicing in this family for a 
number of years. 

The idea that anybody can treat a fracture is 
less prevalent than it used to be. 

The imaginary case cited raises the question 
of the competency of the doctor to treat the 
fracture. There should arise immediately in 
the doctor’s mind the query, Am I prepared to 
take care of this fracture? Do I know how to 
find out exactly what the damage is? Am I 
competent to decide what is to be done in this 
particular case, and to do it? 

Times are somewhat changed Down East. I 
imagine there may be difficulties, too, right here 
in Minnesota. Medical business isn’t what it 
used to be. It is different. In the above imagin- 
ed situation, the doctor may say to himself, “I 
need the money. I can take care of this frac- 
ture. The family thinks I am able, and that 
is a great asset. I will make a bluff at it and, 
if I get stuck, I will call for help.” Under the 
economic conditions today, it may be difficult 
for even a conscientious doctor to give up such 
a case, deciding that he is unable to handle it. 
This story illustrates the first personal prin- 
ciple in the treatment of a fracture. The physi- 
cian must decide whether he is competent. 

If the doctor is in doubt, then the second 
personal principle obtains: A consultant must 
be called. By securing early, immediate advice, 
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you may avoid and prevent a Volkmann’s con- 
tracture after an injury to the elbow of a child 
—a member of one of those families who trust 
your skill in obstetrics and see no reason for 
your not being able to handle successfully a 
simple bump on the elbow. 

In a town not a thousand miles from here, 
I was holding a fracture clinic. Cases came to 
the clinic from all round about. In came seven 
children, each with an established Volkmann’s 
contracture following a supracondylar fracture 
of the humerus. Splints and bandages were not 
incidents in these particular cases. It was a 
sickening sight. In order that the doctors pres- 
ent might all see these small patients, we found 
seven chairs, placed them in a row, and lifted 
each child to a chair, where he stood. Seven 
chairs, seven children: seven cases of Volk- 
mann’s contracture—a sorry sight. 

These cases pointed a moral then and they 
do now dramatically accentuating the second 
personal principle of fracture treatment. If in 
doubt, consult at an early date with some one 
who knows better than you do. Each of these 
seven bad results might have been avoided. Un- 
warranted responsibility is a risk to the patient 
and to the reputation of the doctor. If you, 
as the attending physician, ask for an early 
consultation, you give your patient a better 
chance, and your consultant a better chance. 
You yourself rise in the esteem of your patient 
and in the good will of the community in which 
you practice. 

Therefore, these two fundamental personal 
principles are important: 


a. Decide as to your competency ; 
b. If in doubt, have an early consultation. 


If you habitually treat cases of fracture, be- 
come familiar with the technical principles of 
treatment. I will enumerate them, and com- 
ment briefly upon each. 


1. The proper the 
Shock. 

Recognition of associated injuries. 
X-ray of parts involved. 

Bone replacement. ; 
Make primary treatment permanent. 
Secure solid union, perfect function, and 
ability to return to work. 


transport of injured. 


1. The Transport of the Injured. In the past 
to have received a fracture meant to the lay 
mind quite uniformly carrying for life an un- 
certain amount of deformity and some disa- 
bility. 

The world war, the use of x-ray films in 
court, compensation boards, the results from , 
follow-up clinics, have all awakened the surgeon 
to securing better results than formerly in cases 
of fracture. Major injuries may now be pre- 
vented from becoming fatalities. A doctor 
rarely witnesses an accident. Lay people see 
accidents. The first aid given by the Ameri- 
can Red Cross is good care. In the State 
of Minnesota there are eighty-nine Red Cross 
chapters. Of these, forty-one have sponsored 
first aid courses, and forty-three have estab- 
lished Highway Emergency First Aid Stations. 
There are 125 Highway First Aid Stations 
in the State of Minnesota. 


A doctor should be well posted on matters 
of transport, as many lay people now are. Doc- 


tors in general are not much interested in first 
aid. 


Always transport suspected and actual frac- 
tures in fixed traction. Become familiar with 
Red Cross methods of the transport of fractures. 
How would you transport a man with suspected 
fracture of the cervical spine? How would you 
transport a fracture of the lumbar spine? To 
do this safely is an art. 

The immediate emergency traction fixation of 
a recent fracture is the greatest single advance 
in the treatment of fractures in recent years. 

If a patient with a broken thigh is brought 
into the Accident Room of our hospital without 
fixed traction, we must know that it will be ap- 
plied immediately by a nurse or interne, before 
the patient is moved further. 


2. Unless profound shock is present, an x-ray 
should be taken of the suspected or evident 


fractures. It is necessary to know how many 
fractures there are, the lines and planes of 
fractures, the displacements, in order that treat- 
ment may be correctly given. We surgeons 
ought to see and interpret the x-ray films our- 
selves if we are to be responsible for the treat- 
ment of the patient. 


3. Associated injuries accompanying a frac- 
ture may be serious and assume great impor- 
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tance. Lung and pleural lesions, following rib 
fracture, ruptured and injured viscera after 
blows on the abdomen and loins, rupture of the 
urethra and bladder after pelvic fracture, cere- 
bral damage beneath the fracture of the cra- 
nium. 


The diagnosis and treatment of a fracture is 
certainly very special work. All surgeons treat- 
ing fractures should have a general surgical 
training. 


“The art of surgery is far in advance of all the 
sciences upon which its future depends. Until the 
art and science stand abreast, the progress of surgery 
will be slow. Some day science will outdo the art 
and take its legitimate place as the basis of sound 
treatment. By swift changes in progress, surgery has 
become safe and still more safe, until it can be as- 
serted that a further increase of safety for the patient 
can depend only upon an earlier access of the surgeon 
to him. The chief risk in surgery today comes from 
delay. Surgery has been made safe for the patient: 
we must study to make the patient safe for surgery.” 
(Moynihan.) 


Chronic duodenal and gastric ulcers were per- 
mitted to advance to perforation, peritonitis, and 
fatal hemorrhages until comparatively recent 
times. Fractures are now wittingly allowed to 
go beyond the time at which successful treat- 
ment may be instituted. Such delay in the ini- 
tial treatment of a fracture forever precludes 
the possibility of preventing disabling deformity. 
In some of these cases, even death itself might 
be preferred to the permanent disability with 
which we all are familiar. 


In our attitude toward fractures, we must 
eradicate certain deeply rooted conceptions of 


disease. There is no incubation period in a 
fracture. In the ordinary case of fracture, there 
are not six days in which to wait for an or- 
ganism to react. The accident is instantaneous. 
The fracture is present. The reparative processes 
begin immediately. Therefore, treatment should 
begin without delay so that the reparative 
processes may be facilitated instead of hindered. 
By treating a fracture instantly, you treat the 
fracture. By treating a fracture after delay, 
you treat a fracture plus complications. Early 
treatment is easy. Delayed treatment is difficult. 
Delayed treatment is dangerous. Late treatment 
is lamentable. 

The successful treatment of fractures is pred- 
icated upon the correctness of one’s concep- 
tion of the four ends to be achieved. These 
four goals, if you please, may be called the 
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four R’s of treatment, namely: (1) The Res- 
toration of the individual; (2) The Reposition 
of the fragments; (3) The Retention of re- 
placed bones; and (4) The Return of ‘the in- 
jured man to society. 


By restoration, I understand the surgeon’s 
mental picture of the entire progress of the 
case, from its inception to a complete cure. In 
approaching a case of fracture, the surgeon will, 
as a matter of course, assemble all available 
data—everything relevant to the case—as he 
does in preparation for any other surgical pro- 
cedure. A perfect host of conditions may im- 
pose themselves about a fracture and postulate 
treatment. To decide upon the initial treatment 
is often most difficult. When the surgeon has 
taken account of every adventitious circumstance 
and correlated all data, he will note the exact 
lesion as revealed by the x-ray. He will choose 
a treatment as closely adapted as may be to all 
the existing conditions. He will look into the 
future; he will visualize the initiation and the 
progress of the treatment chosen. 

This imagined restoration of the patient in- 
cludes far more than the prognosis. It includes 
the progress of the patient from the time of the 
injury through completed treatment. The res- 
toration of the patient is the vision of the 
reasons underlying the surgeon’s choice of a 
particular method of treatment. This concep- 
tion of the restoration is the backlog of all 
treatment; it is the foundation of successful 
fracture therapy. 

The habit of the active utilization of well 
understood principles is the final possession of 
wisdom. The really wise surgeon establishes 
treatment in consonance with his idea of the 
restoration of the case. Unless the restoration 
concept is sound, treatment cannot be sound. 
The treatment selected will be not only correct 
but the best possible if based on a clear vision 
of the restoration of the case. Concerning re- 
position, I shall have something to say in a 
moment. 

The retention of repositioned fragments must 
be accomplished in the treatment of all fractures, 
and is so effected as to permit eventually the 
greatest possible active movement in involved 
or adjacent joints. 

The return of the patient to society means 
the progress from job to job; that is, from the 
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job lost to the job secured. The return includes: 
(a) the rehabilitation of the injured part; (b) 
the restoration of joints, muscles, tendons, 
nerves, and circulation; and (c) the recovery 
of function by the damaged part to the greatest 
degree possible, as early as possible. 

All fractures are treaated by non-operative or 
operative methods, or by combinations of these 
two. The procedures available in the non- 
operative treatment are: (1) traction and coun- 
ter traction; (2) manipulation; (3) pressure 
and counter pressure; (4) leverage; and (5) 
rotation. 

Traction and counter traction may be applied 
by: (a) gravity; (b) manual means; (c) skin 
hold; and (d) block and pulley, with hitch 
about the ankle and wrist, intermittently; and 
(e) skeletal attachment. 

It is my firm conviction that a chief cause 
for poor results in the treatment of fractures 
lies in the failure to recognize certain mechanical 
forces, and in the inappropriate, imperfect, and 
inadequate application of the available forces 
of traction and manipulation. Each of the ways 
mentioned for securing traction in the use of 
the non-operative method may be attended by 
dangerous consequences. To employ correctly 
non-operative methods of reposition requires 
training, a natural mechanical sense, skill, de- 
voted interest, and a good conscience. 

The general practitioner first treats most 
fractures. He may properly and safely continue 
to do this provided he is familiar with simple 
adequate emergency treatment and is also aware 
of his own limitations. 

The great difference between the non-opera- 
tive and operative treatment of fractures lies 
in the procedure of repositioning the fragments. 

The restoration, the retention, the return to 
function, all are common to the two methods. 
The repositioning of fragments is indirect by 
one method, and is direct by the other method. 

Thirty years ago, at the time of the populari- 
zation and exploitation of the operative treat- 
ment of fractures, I said in Atlantic City, in 
opening the discussion of Sir Arbuthnot Lane’s 
paper, “We are not ready for the populariza- 
tion of the operative fracture treatment in this 
country. We should advance fracture treatment 
by developing non-operative methods.” Gentle- 
men, time has proved that that opinion expressed 
in 1909 was correct. 
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Today, I believe the situation in this country 
has changed and is as follows: The operative 
treatment of fractures has become a firmly 
established practice. It is based upon necessity, 
asepsis, and a clearer knowledge of the patholo- 
gy of repair. It is a safe and sound treatment. 
It is no longer a method of last resort. It is 
often the method of primary choice. The re- 
sults of such operative treatment when safe- 
guarded and carried out by competent men are 
brilliant. 

Today the non-operative treatment of frac- 
tures, properly applied by skilled and trained 
practitioners, gives superb results. The two 
methods of treatment available, the non-opera- 
tive and the operative, are developing and being 
perfected to such an extent that a satisfactory 
choice of treatment can be made only by the 
interested, trained and skilled surgeon. 

There are, then, two personal principles un- 
derlying fracture treatment: 


1. The establishment of one’s own compe- 
tency. 

2. When in doubt or trouble, early consulta- 
tion. 


The technical principles are: 


Treatment of shock. 

Transportation in fixed traction. 

X-ray information. 

Recognition of complications. 

Use of that treatment which, under the 
conditions, will secure early function. 
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Gentlemen! As a constructive contribution to 
surgery, apply all these principles in your treat- 
ment of fractures. Such an effort on the part 
of the members of a State Association working 
with and through your Fracture Committee, will 
help those who are injured, and will be an 
educational example to improve treatment 
throughout the country. The Minnesota mind 
when focussed thus on a definite problem should 
work out a policy toward fracture treatment 
which will surpass anything of the sort in the 
United States. 

Is there an American way of treating frac- 
tures? Let Minnesota show the American way, 
which regards not alone the fracture of the 
bone but has a real interest in the injured man, 
so that, despite his unavoidable handicaps, he 
is assisted to a profitable occupation. 
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| pease knowledge is the result of ex- 
perience, observation, and experiment. 
Man has had experience with cancer from the 
first. It is as old as the race. Cancer so forced 
itself on the attention that its course, at least in 
its external forms, could not escape notice. At 
the dawn of the Christian era Celsus, the Roman 
author, wrote: “Only the beginning of a cancer 
admits of a cure; but when ’tis once settled and 
confirmed, ’tis incurable, and the patient must 
die under a cold sweat.” 


The Structure and Nature of Cancer 


Our knowledge of the structure of cancer 
goes back one hundred years when Johannes 
Miiller showed that cancer is made up of living 
cells like those of the tissue from which it 
springs. That cancer is an abnormal growth of 
cells governs the modern study of cancer. 

The study of the structure, on which is based 
the final diagnosis in the given case, and the 
information about the course and the manifes- 
tations of cancer in different parts of the body 
have established that there are many distinct can- 
cers or cancerous diseases. The word cancer 
includes many forms, which differ in structure, 
in rapidity of growth, in the formation of sec- 
ondary growths, in malignancy, in resistance to 
roentgen ray and radium. Such differences are 
seen in cancers of the same organ. This is a 
most important outcome of observations by 
clinicians and pathologists. It provides a sound 
and broad basis for research and treatment in 
cancer. It offers little hope, however, for one 
grand solution of the cancer problem in the form 
of a universal cancer cure. 

Another result of the microscopic study of 
human cancer is the failure to find any microbe 
or other visible form of life that might be the 
universal cause. So far as is known now, human 
cancer is not an infectious or contagious process 
in the sense that these words are used when 
we speak of measles or tuberculosis. But it 


*The Annual George Chase Christian Lecture of the Cancer 
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would be a mistake to consider our knowledge of 
cancer in any of its many forms as fixed, com- 
plete. Further research may change our ideas 
on matters that appear well explained. 


I have mentioned outstanding results of ob- 
servation of the course and structure of cancer. 
Our descriptive knowledge of cancer is elab- 
orate; manifold manifestations and structural 
forms are recognized; it is not a single disease, 
but many diseases, all due to the growth of 
abnormal cells. We come now to another form 
of cancer research, namely the experimental, 
which began about 1900. 


X-ray, Radium and Radiation in Cancer 


Before discussing the experimental work I 
wish to refer briefly to the discoveries of the 
x-ray and of radium. The use of radiation in 
cancer marks an epoch. It is a marvelous ad- 
vance—an invisible agent causes cancer to dis- 
appear or holds it in check. Unexpectedly, re- 
search in physical sciences produced results of 
the greatest practical value in medicine, with a 
flood of new problems. How does radiation 
produce its effect? Why are not all cancers at 
all times susceptible to radiation? Can insus- 
ceptible cancers be made susceptible? And how 
can radiation be used to best advantage? Great 
benefits have and will come to the cancer patient 
from research. Think of the general advances 
in medicine and surgery, which cannot be dis- 
cussed now; in diagnosis, as illustrated, to men- 
tion only one example, by the revelations of 
the x-ray; and in statistics which tell us of the 
extent of cancer and the trends of its course. 
Just at this time the results of experiments with 
new methods of radiation and with neutrons 
and artificial radioactive substances are awaited 
hopefully. 


Experimental Research 


The study of cancer by experimental methods 
begins with the discovery of transplantable can- 
Man has no monopoly on can- 
Perhaps no .species is exempt. 


cers in animals. 


cer. Even in- 
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sects have cancer. It was hailed as a great 
advance when it was found that within the 
same species cancer can be transplanted by grafts 
of cancer cells. Please note that as a rule the 
cells in the host do not become cancerous by 
contact with the implanted cancer cells. It is 
the transplanted cells that grow and form cancers 
in the new host. The structure of the original 
cancer is retained on successive transplantations. 


By means of transplantation the influence of 
various agents on cancer and the reactions and 
resistance of the body to cancer can be investi- 
gated. The great result of this work is that can- 
cer cells retain their power of proliferation in- 
definitely on transplantation from animal to 
animal, that is, the secret of cancer is in its 
cells. And cancer cells, like other cells, can be 
grown outside the body and thus studied in vari- 
ous ways. 

Another result of the study of cancer in 
animals, particularly mice, is the demonstration 
that heredity plays a part in cancer. There are 
cancer-susceptible and cancer-resistant strains of 
mice. Such strains are now used extensively in 
work on cancer problems. It is susceptibility 
to the development of cancer that is inheritable 
rather than the disease itself. Scientists agree 
that hereditary properties of cells determine their 
reactions to environmental influences. I shall 
not attempt to discuss heredity in human can- 
cer. The general trend favors the view that the 
degree of susceptibility or predisposition to cancer 
is determined by heredity. Instances are re- 
corded of the occurrences of the same kind of 
cancer, in the same organ, at the same age, in 
descendants of the same parent. Cancer in 
human twins reveals striking evidences of 
genetic influences. In a number of cases cancer 
has developed in twins at the same time, in the 
same organ, and of the same type. In instances 
of a hereditary liability to cancer in a particular 
organ timely examinations may lead to a favor- 
ably early diagnosis. 

Can cancer be produced experimentally? The 
answer is yes. In 1916 two Japanese patholo- 
gists, Yamagiwa and Ichikawa, produced cancer 
in the skin of rabbits by long painting with tar. 
This result opened a new chapter in research; 
there is now an extensive literature on experi- 
mental cancer and cancer-producing substances, 
a number of which have been made artificially. 
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Some of these substances resemble substances 
normally present in the body, notably certain 
hormones which play a part in important cancers. 
The body itself can produce potential cancer 
agents. 

The fact that pure substances can cause cells 
to become cancerous brings us face to face with 
the problem of cell growth in relation to cancer. 
Here are some of the questions that press for 
answer: Why do normal cells grow in an orderly 
fashion? Why is normal growth checked at a 
certain time and while the power of growth re- 
mains latent? Now—why are the cancer cells 
different? Is there in cancer a breakdown in 
the growth control of the cell? We have learned 
to produce cancer in animals. With pure chem- 
icals we can make normal cells cancerous, but 
this change, in spontaneous as well as experi- 
mental cancer, is irreversible—we do not yet 
know how to unmake it—and for the present 
the hope in established cancer rests on early 
diagnosis and expert treatment. 


Prevention of Cancer 


At this point I must mention that there are 
cancers concerning the external cause of which 
there is no doubt. One is chimney sweep’s can- 
cer of the skin, recognized in 1775 as due to 
soot. Here are other examples: cancer of the 
skin in cotton spinners, due to mineral oil, and 
in tar workers; cancer of the lip in fishermen 
repairing tarred nets; cancer of the bladder in 
workers with aniline dyes; cancer of the lung 
in certain miners ; cancer in the bones of workers 
with luminous paints; x-ray cancer of the skin; 
cancer of the skin from taking of arsenic for 
long periods. These and others as well are pre- 
ventable cancers; most are connected with def- 
inite occupations. In other cancers the causa- 
tive condition seems obvious but the precise 
agent is not known. I have in mind cancers 
of the skin, mouth, tongue, breast, respiratory 
tract, and other parts arising on the basis of 
chronic irritations and inflammations. It seems 
as if chronic inflammation may lead to the for- 
mation or localization of cancer-producing sub- 
stances. It is undoubtedly true that cancer can 
be avoided by the prevention and elimination of 
chronic inflammatory states, and consequently 
that hygiene of the body in the broadest sense 
will protect against cancer. It has been said that 
cancer does not arise in a healthy mouth. 
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While the knowledge of cancer, its diagnosis, 
its treatment, curative and palliative, have ad- 
vanced immeasurably, the aphorism of Celsus 
still holds a great truth. It contains the most 
important generalization ever made about cancer. 
It is the basis of cancer education these days, 
and of all our efforts to control cancer. It 
stated so clearly the only hope to master cancer 
because its natural course was known to be fatal. 
And the course has not changed. A _ good 
modern version of the aphorism would be: “The 
heart of the cancer problem in the present state 
of knowledge is early diagnosis followed at once 
by expert treatment.” And then comes the ques- 
tion, how is such service to be made available 
to all classes of people? 


Cancer a Public Heaith Problem 


About twenty-five years ago a movement of 
widening scope set in to educate people to an 
effective understanding of the necessity of early 
diagnosis and prompt expert treatment of cancer. 
Today the treatment of cancer demands organ- 
ized services and special equipment. Because 
of its frequency and because so many patients 
are unable to meet the costs of diagnosis and 
treatment, cancer is a major public health prob- 
lem. We are in the midst of a determined effort 
to advance the control of cancer. Several states 
have enactments against cancer and the ground 
is well prepared for such legislation. About 
two years ago the anti-cancer movement resulted 
in the passage by the Congress of the National 
Cancer Institute Act on which I shall offer some 
comments. 


The National Cancer Institute Act 


“With a view to the development and prompt 
use of the most effective methods of prevention, 
diagnosis and treatment of cancer there is hereby 
established in the Public Health Service a divi- 
sion which shall be known as the* National Can- 
cer Institute.” In every provision of the act 
the purpose is to further the study of the causes 
of cancer and the application of knowledge, old 
and new, to the prevention, diagnosis, and treat- 
ment of cancer. In other words, the act pro- 
vides for research as well as for the advance- 
ment of clinical cancer service. 

At this point a brief explanation of the Na- 
tional Advisory Cancer Council is in order: The 
purpose of this Council, which is an appointed 
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body of six members with the Surgeon General 
as chairman, is to make recommendations with 
respect to carrying out the provisions of the 
act. Specifically, the Council is authorized to 
make recommendations in regard to research 
projects; to spread information about cancer 
studies, “for the benefit of health agencies and 
organizations, physicians or any other scientists, 
and for the information of the general public” ; 
and “to review applications from any university, 
hospital, laboratory, or other institution, whether 
public or private, or from individuals, for grants- 
in-aid for research projects relating to cancer, 
and certify approval of projects deemed worthy 
of support.” 

The act provides $750,000 for the building and 
equipment of the National Cancer Institute. This 
building will be ready for use in the latter half 
of 1939. It is located at Bethesda, Maryland, 
on ground donated by Mrs. Luke I. Wilson and 
adjacent to the new buildings of the National 
Institute of Health. For the year ending June 
30, 1938, the appropriation for the Institute was 
$400,000, of which one-half was for radium. 
For the present fiscal year (1938-1939) $400,000 
has been appropriated to carry out the act, with- 
out any specific allotments. 


On the basis of this statement of the provi- 
sions of the act, I now mention briefly certain 
steps taken to carry them into effect. 


As stated, the sum of $200,000 was available 
for radium during the past fiscal year. The act 
authorizes that radium may be loaned to institu- 
tions in the United States for the treatment of 
cancer. Arrangements for loans are now under 
way, in codperation with state health depart- 
ments. 

The framers of the act were impressed with 
the needs for special cancer training because 
facilities may be provided for that purpose, with 
stipends for trainees. The existing facilities for 
systematic postgraduate training in clinical can- 
cer work are limited but can be increased with- 
out much difficulty. There are now some twenty 
trainees at work and facilities are growing for 
systematic postgraduate training in the diagnosis 
and treatment of cancer. A graduate of an ap- 
proved medical school, who has completed the 
required hospital services and who is not over 
forty years of age, may be eligible for appoint- 
ment provided he intends to devote himself to 
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cancer work and can furnish reasonable assur- 
ances that opportunities for such work will be 
available when he finishes his training. Only in 
exceptional cases will training be provided for 
a period of less than a year; in most cases at 
least two to three years are desirable. 


The act authorizes also research fellowships 
“with such stipends or allowances” as may be 
deemed “necessary to procure the assistance of 
the most brilliant and promising fellows from 
the United States or abroad.” Fellowships are 
highly important in developing first-rate investi- 
gators, the great need in cancer research. A 
number of fellows have been appointed for work 
on various phases of experimental and human 
cancer—biochemistry, carcinogenesis, genetics, 
lung cancer, pathology. 


When the Cancer Act went into effect the 
cancer research in progress under the auspices 
of the Public Health Service was transferred 
to the National Cancer Institute, of which Dr. 
Carl Voegtlin is the chief. The National Ad- 
visory Cancer Council has approved this pro- 
gram and also projects dealing with pulmonary 
cancer, cancer statistics and incidence as well 
as the results of treatment. A survey of the 
cancer incidence in certain localities has been 
carried out with the whole-hearted codperation 
of the local medical groups. Without such co- 
operation it would not be possible to conduct 
successful surveys. Results of this survey are 
not yet available. The Council is charged with 
passing upon applications for grants-in-aid for 
research relating to cancer. So far the Council 
has considered 102 applications, nineteen of 
which have been approved for $125,002.50 all 
told. A large project to engage consideration 
is the establishment of a cancer unit in the 
Marine Hospital at Baltimore. The regular 
beneficiaries of the Public Health Service east 
of the Mississippi River, the medical care of 
which falls upon the Service, number approxi- 
mately 170,000. Of these some 40,000 are in the 
cancer age and some 4,000 cases of cancer will 
require treatment in the course of the coming 
years. The Council approved in principle plans 
for a complete cancer unit, now in the course of 
organization, with clinical, research and teach- 
ing functions. 


The Cancer Act directs that there shall be 
“codperation with State health agencies in the 
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prevention, control, and eradication of cancer,” 
and steps have been taken to carry that provi- 
sion into effect. 


State Anticancer Activities 


So far New York, Massachusetts, New Hamp- 
shire, Georgia and Missouri have recognized 
cancer as a state health problem by the enact- 
ment of laws for its control, New York and 
Massachusetts being the pioneers. And a few 
weeks ago Vermont enacted an anticancer law. 

In 1926 Massachusetts enacted such a law. 
The department of public health is directed to 
establish necessary hospitals, to organize group 
consultation clinics in the most advantageous 
parts of the state, to carry on public education 
in regard to cancer, and to make studies of the 
cancer situation in the state. At present special 
stress is placed on the value of talks about can- 
cer in small groups with physicians. There are 
in operation two state hospitals, a free tumor 
diagnostic service, and twenty-two state-aided 
clinics. These clinics are administered by local 
medical committees. This program is in its 
twelfth year. The records show that the regis- 
tered death rate from cancer now appears to 
be stationary in Massachusetts; that in women 
the death rate has dropped. It looks as if this 
state will have the distinction of being the first 
to show by a decrease in cancer deaths that the 
disease is “in the process of effective control.” 
It is noteworthy that in Massachusetts the aver- 
age time between the first recognizable symptoms 
suggesting cancer and the first visit to the phy- 
sician has fallen to five months in place of as 
formerly six to six and a half months. Now, a 
delay of five months is much too long, and so it 
is encouraging that the number of patients who 
go to their physicians within the first month of 
suspicious symptoms is increasing. From other 
sources we learn that patients with breast cancer 
are coming for treatment a few weeks earlier 
than formerly—another sign that education is 
having effect. It is recorded of a certain hos- 
pital that in 1920 54 per cent of the cases of 
breast cancer came too late for operation and 
that in 1937 only 13 per cent came too late. 
And in Massachusetts physicians are bringing 
their patients to the clinics more promptly than 
at first. It is encouraging also that relatively 
smaller cancers are presented for treatment now 
than twenty-five years ago. 
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It is said that the fate of the cancer patient 
depends largely on the first visit to his physician. 
Has the physician adopted a wise and practical 
plan for action in all cases in which the question 
of cancer may arise? Are his regular patients 
likely to report to him promptly any suggestive 
sign? If not, why not? Is the physician fully 
prepared to take without delay the necessary 
steps to secure final diagnosis in a doubtful case, 
either by himself or through competent consult- 
ants? Does he realize that it may be a fatal 
error to tell a patient with a lump or other 
suspicious sign “to forget it and come back next 
month”? Are the consultants to whom he may 
refer cases for diagnosis and treatment fully 
equipped for prompt, expert service? Does he 
accept in its full significance the dictum that the 
treatment of cancer, surgical or radiologic, 
should be entrusted to those only who have the 
needed skill and experience? According to the 
Journal of the American Medical Association 
these are questions the physician must answer 
satisfactorily if he is to meet his responsibility 
with respect to cancer as now demanded. 

In 1931 New Hampshire recognized cancer 
as a state problem, and set up a cancer commis- 
sion to establish clinics, make surveys, expend 
money for the care of poor cancer patients, 
etc. Thirteen free diagnostic clinics and three 
complete treatment centers have been estab- 
lished. 


In Connecticut in 1935 coéperation was organ- 
ized between the tumor committee of the state 
medical society and the division of: cancer re- 
search of the state department of health. A 
subcommittee “is responsible for the establish- 
ment of tumor clinics in general hospitals at 
various strategic points throughout the state.” 
There is in process of organization a series of 
lay cancer committees, one for each community 
of the state, “to teach the public that early cancer 
is curable in a large percentage of cases, and to 
convince them of the need for prompt action 
when the disease is suspected.” 

Missouri in 1937 established a state cancer 
commission to construct ‘and conduct the Mis- 
souri State Cancer Hospital and to organize can- 
cer clinics in the large cities of the state. Each 
clinic is to be administered by a committee 
of the county medical society. 


Under the recent Georgia law (1937) the 
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state board of health is charged with the estab- 
lishment of a standard for cancer units and de- 
partments in general hospitals in the state, with 
educational campaigns for cancer control, with 
providing plans for the diagnosis and treatment 
of cancer patients who are unable to meet the 
costs and with acquiring such other facilities as 
may be necessary to carry out the purposes of 
the law. The aim is to provide competent can- 
cer service within fifty miles of every resident 
of Georgia. 


New York state has concerned itself with can- 
cer since 1898 when the legislature at the in- 
stance of Dr. Roswell Park provided a labora- 
tory, the first of its kind, for the study of 
cancer—now the famous State Institute for the 
Study of Malignant Disease at Buffalo. The 
developments at this institute illustrate well the 
influence of the growing recognition of cancer 
as a practical state problem. In 1910 a free 
diagnostic service was started. In 1912, forty- 
one physicians from: ten communities submitted 
seventy-six specimens, but the numbers have 
grown to thousands of specimens each year and 
in the meantime a great center for the free 
treatment has been maintained, with active divi- 
sions for research and education. Obviously 
a single institute of this kind can not meet more 
than a small part of the cancer needs of the 
state and the New York State Legislative Cancer 
Survey Commission was created “to make a 
study of the prevalence of cancer and facilities 
for its treatment in the State.” A report of 
this commission has been published and I shall 
review parts of it briefly because of their bear- 
ing on state cancer programs. 

At present about 20,000 deaths occur annually 
in New York state from cancer or 144 deaths 
per 100,000 population. One person of every 
eight past forty-five years of age may be ex- 
pected to die from cancer. Whenever a patient 
in the cancer age steps into a physician’s office, 
the physician must think of cancer. 

The State Institute at Buffalo is active in the 
educational field, and codperates with the 
Women’s Field Army of the American Society 
for the Control of Cancer. It is only recently 
that the state medical society has appointed a 
cancer committee. Postgraduate instruction in 
cancer by medical schools has not been stressed. 
The only institutions in the state to offer train- 
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ing in cancer are the Memorial Hospital in New 
York city and the State Institute at Buffalo, and 
here I would note that until recently this state- 
ment was applicable to the country as a whole. 
As elsewhere, free or part-free cancer patients 
constitute a heavy burden to voluntary hospitals, 
and the question arises of subsidies for the care 
of cancer patients. 


Outside New York city eighty-one labora- 
tories have been approved for tumor diagnosis 
by the state department of health, but the dis- 
tribution of the laboratories is uneven. Facilities 
for the microscopic diagnosis of tumors are 
generally lacking in hospitals of less than 100 
beds. Competent microscopic diagnosis is essen- 
tial in cancer and, let me add, more and more 
so as the patients come earlier when it is diffi- 
cult to determine the true situation and also be- 
cause in many cases the kind of treatment is 
determined by the microscopic nature of the 
growth. Roentgen diagnosis is provided in 80 
per cent of all the hospitals, but again as else- 
where the distribution of qualified roentgenolo- 
gists is uneven; it is estimated that in New 
York twenty-five new roentgen installations are 
necessary to meet the needs of cancer. 


In all there are in New York state forty-nine 
tumor clinics, thirty-five of which are approved 
by the American College of Surgeons. As 
pointed out by the College itself approval means 
a formal organization for effective cancer service 
and not that effective service cannot be obtained 
outside of approved clinics. 

In New York the geographic distribution of 
treatment centers is faulty and the report esti- 
mates that twenty new clinics are needed. The 
follow-up of cancer patients is not carried out 
systematically because of lack of funds. As un- 
fortunately the case in other states the terminal 
care of indigent patients is “wholly inadequate” 
and organized home nursing and medical care 
for the terminal, indigent cancer patient do not 
exist. 

These details have been mentioned to illus- 
trate the many complex factors that must be 
considered in order to plan intelligently for an 
adequate state cancer program, with due con- 
sideration of the interplay of public, medical, and 
social agencies. The report will be a helpful 
guide for other states in dealing constructively 
with the cancer problem. 
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On the basis of the survey, the commission 
recommends that for the present the guiding 
principle of cancer control in New York state 
should be away from centralization in new in- 
stitutes and “toward the development of im- 
proved care for cancer patients through the util- 


ization and extension of already existing local * 


hospital facilities,’ and that the cancer division 
of the state department of health be reorganized, 
for “the control of cancer as a public health 
problem affecting the entire state.” 

The proposed functions of the division as re- 
organized may be restated as follows: To take 
active part in the provision and maintenance of 
adequate facilities for the diagnosis and treat- 
ment of cancer in the various communities ac- 
cording to the principle of decentralization stated 
a moment ago; to promote the reporting of can- 
cer cases under a proposed amendment to the 
public health laws; to establish a system of 
thorough follow-up of all cancer patients sub- 
ject to state-aided diagnosis or treatment; to 
aid in the provision of facilities for tissue diag- 
nosis ; to carry out useful studies of the statistics 
and epidemiology of cancer; to take steps to re- 
duce occupational and preventable forms of can- 
cer; and to distribute useful information to 
physicians and to the public. 

These recommendations are in accord with the 
general principles of the movement toward can- 
cer control illustrated in the state cancer laws, 
to which I have referred, as well as of the reso- 
lutions of the thirty-sixth annual Conference of 
State and Territorial Health Officers (April, 
1938) to the effect that each state and territorial 
health department endeavor to secure the pas- 
sage of a state law, establishing within the de- 
partment of health a division of cancer control, 
the functions of which should include education, 
free microscopic diagnosis of suspected tissues, 
and adequate treatment centers. The resolution 
is based on the consideration that cancer is a 
major public health problem, that it is entirely 
possible to reduce greatly its mortality and the 
distress incident to its advance by the application 
of available knowledge, and that the time has 
come for the public health agencies of the coun- 
try to take concerted action. 


Recapitulation 


The idea that cancer is a single disease of 
uniform cause and subject to one cure has been 
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abandoned. Each kind of cancer results from 
a new race of cells of invasive, malignant quali- 
ties. In the development of cancer cells heredi- 
tary influences play an important part. Chem- 
ical substances have been discovered that can 
cause cells to become cancerous, just how we 
cannot now tell any more than we can explain 
the secrets of cell growth or cell life. But re- 
search will continue. While no ultimate ex- 
planation of cancer can be offered today, we do 
know that many cancers have definite causal 
relationships and that that knowledge can be 
used to prevent cancer. 

Cancer is a menace common to all of us. The 
individual must do all he can under the aid of 
medical advice to escape chronic inflammatory 
and irritative conditions; he must not forget 
that “only the beginning of a cancer admits of 
a cure,” and that as the rule the first step to- 
ward diagnosis will depend on the patient. 

The lack of early action in cancer calls for 
continued education of the public and the phy- 
sician. There is grievous lack, too, of compe- 


tent, accessible service. Enormous difficulties 
exist as shown by the amount of accessible can- 
cer that slips through into the incurable stage 
with its crushing burdens of distress. The 
essentials of cancer service must be brought 
closer and closer to the patient, actual or pro- 
spective. Here are needs that can not be met 
without the codperation of public and private 
agencies. How, for instance, can effective ex- 
aminations, which are urged in order to detect 
precancerous processes and cancer in the cur- 
able stage, be secured for all classes of people 
without organized provisions? Besides what can 
be done by the patient himself, by the medical 
profession, and by private agencies, public means 
and methods are required to give to all the full 
benefits of modern treatment of cancer, with 
continuous medical and social follow-up. The 
care of a large proportion of the patients inevit- 
ably falls on the community, and the earlier com- 
petent care is provided in each case the better 
for all concerned, including the community itself 
as a whole. 





KEEPING AMERICA HEALTHY* 


E. R. COFFEY, M.D. 
Surgeon, United States Public Health Service 
Washington, D. C. 


EEPING America Healthy is the title as- 

signed to me, and though it has a laudable 
ring, I am going to take a slight exception to it 
on the ground that it does not quite portray the 
public health point of view. If implies that Am- 
erica is healthy. It suggests that ours is a static 
purpose. 

The public health job on the contrary is a 
dynamic one—that of making and then keeping 
America healthy—and one of such proportions 
and complications that none of us will likely live 
to rest on our laurels and sigh that there are no 
more public health worlds to conquer. 

It does happen, however, that the subject of 
an expanded and intensified effort toward a more 
healthy population provokes in some quarters a 
veritable litany of the lowered death rates in this 


*Part of Conference on Medical Problems at annual meeting 
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country over the past few decades. Nor is it a 
litany merely of sounding phrases. It chants the 
truth. 

Our death rates have dropped, as you all well 
know, some of them in precipitous fashion. The 
curve of diphtheria mortality since the 1890's 
is one of the many triumphs of public health. 
Typhoid, once the “backbone” of a practicing 
physician’s income, now scarcely puts in an ap- 
pearance. The retreat of tuberculosis might well 
make us proud of man’s stubborn progress 
against his invisible enemies. 

Many of us—men of medicine as well as the 
laity—are prone to relax in comfortable con- 
templation of these decreased death rates. There 
are people who in defense of the public health 
status quo will point to these lower rates as 
evidence of a job well under control. No able 
health officer, however, will be found marking 
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time because the diphtheria rate has plummeted 
from that of a major cause of death to one of 
relatively minor significance. The able health 
officer derives little satisfaction from the knowl- 
edge that death rates in the United States are 
lower than those in many other civilized coun- 
tries. He is not satisfied because he well knows 
that those same rates could be substantially low- 
ered now. 

A health officer worthy of his responsibility 
for the community realizes that general death 
rates are not the only witnesses in the public 
health scene. Their story is an incomplete one. 
They obscure important details that we must 
have at heart if we are to advance the health and 
the happiness of the nation. They do not show 
the course of mortality in terms of economic sta- 
tus, or geographic area, or age groups, or sex, or 
occupation. They do not reveal that heart disease 
is a‘ third cause of death among the nation’s 
youth, nor that pneumonia kills three and one- 
half times more unskilled workers than profes- 
sional, nor that the deaths of infants on their first 
day of life, or in the first month, occur with much 
the same tragic proportion as they did twenty- 
two years ago. 

Death rates do not tell the story of the na- 
tion’s state of health. They do not show the de- 
pendency caused by disease, nor the suffering 
and economic loss resulting from neglected ill- 
ness, nor do they reveal the grim saga of those 
who go to work when they should be in bed un- 
der a doctor’s care. They do not picture those 
who are going about their business in our com- 
munities and meanwhile spreading contagion. 
They do not indicate the illnesses that might 
have been prevented, nor the conditions about 
which something still could be done. 

As to the value of health, that surely needs 
no elucidation—neither before this gathering nor 
any other. Even the most confirmed pessimist 
who preaches the gospel that “the less we expect 
from life the better off we are,” even he extols 
good health. Without health, nothing else, what- 
ever it may be, is enjoyable; even the other per- 


sonal blessings—a great mind, a happy tempera- - 


ment—are degraded and dwarfed for want of it. 

My premise is that America must first be 
made healthy. Once we have accomplished this 
objective, we may talk about keeping America 
healthy. It is possible that there may be disagree- 
ment on the actual means of accomplishing these 
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two great objectives, but certainly not enough to 
ruin the cause. The underlying principle, after 
all, so greatly overshadows everything else that 
it is incomprehensible that we men of medicine, 
on whose shoulders the burden of this accom- 
plishment falls, should quibble long over the 
details of procedure. . 

Sound discussion, rather, should animate our 
conferences, and on this premise I want to use 
my privilege of addressing you today to interpret 
the National Health Program as an answer to 
the query of how we shall make America healthy 
and how keep it healthy. 

Over the. course of the year, pubiic health ac- 
tivities have been gradually emerging from the 
obscurity of scattered effort into the national sig- 
nificance that they deserve. It was not until the 
Social Security Act was passed in 1935, however, 
that the federal government accepted responsi- 
bility for aiding the States through substantial 
financial contributions. This Act may be nomi- 
nated as a milestone in the public health move- 
ment, for it apparently marks the beginning of 
a permanent program for the expansion of State 
and local health services throughout the country. 

Following the passage of this Act, the Pres- 
ident appointed an Interdepartmental Committee 
to Coordinate Federal Health and Welfare Ac- 
tivities. Its business was to facilitate bringing 
the full benefits of the varied Federal program 
swiftly and effectively to the individual citizens 
for whose aid and service the program had been 
brought into existence. This Committee appoint- 
ed a Technical Committee on Medical Care to 
survey the nation’s health and to make recom- 
mendations for meeting existing deficiencies in 
our health services through Federal-State co- 
operation. 

Out of the Technical Committee’s activities 
there developed a National Health Program 
which was considered at a National Health Con- 
ference of professional and civic leaders in 
Washington last summer. The report of the 
committees was submitted to President Roose- 
velt and in turn forwarded by him to the Con- 
gress in January. This sequence of events in- 
dicates readily the national significance of our 
common health problems and the desire of the 
people for a speedy solution of them. Legisla- 
tion is now being considered by a congressional 
committee. This proposed legislation, known as 
the National Health Security Bill of 1939, is 
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another indication of nation-wide interest in 
health. The bill may not be perfect. It may not 
be precisely “what the doctor ordered.” It may 
or may not obtain favorable action by the Con- 
gress, but at any rate a significant attempt is 
being made to bring about what must inevitably 
come—united and national effort to meet the 
health needs of America. We cannot in all con- 
science turn away from the facts placed before 
us by a long series of studies—facts which 
formed the basis of the Technical Committee’s 
several recommendations. We cannot turn away 
from an objective consideration of the inroads 
which preventable diseases and death are making 
on the population ; from the well-known relation- 
ship of sickness and poverty, the receipt of med- 
ical care in relation to income, the availability 
of hospital beds in underprivileged communities 
as against their availability in privileged commu- 
nities. 

The Technical Committee summarized the de- 
ficiency of our present health services in four 
broad categories. 


1. Insufficiency of preventive health services 
for the nation as a whole. 


2. The inadequacy of hospital and other phys- 
ical facilities for good medical care in many com- 
munities, especially in rural areas. The insuf- 
ficient and precarious financial support of ex- 
isting hospitals in many communities. 

3. The inadequacy of our programs, or lack 
of programs, for medical care of that large sec- 
tor of our population composed of the indigent, 
those receiving some form of public assistance 
and those in the lowest income groups. 


4. The inability of an even larger fraction of 
the population to meet unaided the economic bur- 
dens created by illness, in particular the so-called 
“catastrophic” illness. 


An immense amount of data, painstakingly 
gathered, amply supports these statements. What 
is even more significant is that these unmet needs 
are generally recognized by both professional and 
lay groups throughout the country. 

To meet these deficiencies, the Technical Com- 
mittee developed and recommended a “five-point” 
national program, in which the efforts of fed- 
eral, State and local governments might be co- 
ordinated. Briefly, the program recommended : 

1. Expansion of the general public health 
services, including maternal and child health ; and 
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a concerted attack on specific diseases and con- 
ditions of public health importance. 

2. Expansion of hospital facilities where need- 
ed. 

3. Provision of medical care for the medically 
needy. 

4. Development of general programs of med- 
ical care. 

5. Insurance against loss of wages during 
sickness. 

How would these proposals be implemented? 
How would the program “work”? Let us con- 
sider those phases of the program relating to 
public health, hospital and medical services and 
facilities. The expansion or provision of these 
programs would be implemented by federal 
grants-in-aid to the States. The federal func- 
tion of providing financial and technical aid to 
the States is thoroughly familiar to legislative 
and administrative bodies throughout the coun- 
try. This is the rdle assigned to the federal gov- 
ernment in every phase of every proposal of the 
national health program. I wish to make this 
point emphatic in view of the widely expressed 
opinion that the National Health Program in 
some way means federal domination. The re- 
sponsibility of developing and administering each / 
phase of the program rests with the States and 
local communities. The autonomy of State and 
local governments is clearly recognized and 
stated. The National Health Program does not 
recommend that the federal government go into 
any State or any community and “set up” a 
health program, build a hospital, or engage in 
the practice of medicine. 

The development of health services and med- 
ical care programs in the United States has been 
intensely local. I think I may say that no one 
recognizes this phenomenon more realistically 
than those officials of the Federal government 
engaged in the administration of Federal funds 
for public health work. Because of this factor, 
the Technical Committee realized that no one 
program is, or probably can ever be, universally 
applicable to the varied health problems of for- 
ty-eight States. Therefore, the fundamental ob- , 
jective of the National Health Program is, 
through federal grants-in-aid and technical as- 
sistance, to enable the States to put into action 
sound plans for making modern public health 
services and medical care available to all their 
citizens. 
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Without the active participation of profession- 

al and voluntary agencies in the States and com- 
munities, the objectives of the National Health 
Program could not possibly be realized. This 
self-evident fact was specifically recognized by 
the Technical Committee, and the participation 
of the professions and voluntary agencies was 
invited. In a number of discussions with pro- 
fessional groups, subsequent to the National 
Health Conference of July, 1938, the question 
has frequently been raised as to the status of 
the voluntary hospital under the National Health 
Program. Let me reiterate the statement that 
there is no proposal in the National Health Pro- 
gram “to do away” with the voluntary hospital. 
Under Recommendation I (public health, mater- 
nal and child health) and Recommendation III 
(medical care of the medically needy), provision 
is made for the hospital care of certain categories 
of patients. This would be accomplished through 
a greater use of existing hospital facilities in 
State and local communities. Costs of hospital 
care for patients under the specified categories 
would be met by combined federal, State and 
local funds. In no case would hospital construc- 
tion be undertaken unless a clear need were 
established. 

I think it should here be stated frankly that 
the responsibility for setting and maintaining 
standards of administration, personnel and serv- 
ices in the local program is again vested in State 
and local governments. This will require profes- 
sional and civic leadership of a high order. In 
the National Health Program, State and local 
money, as well as federal money, would be at 
stake. I have yet to hear any one deny the right 
of government to demand adherence to certain 
standards in the expenditure and administration 
of funds. Likewise, it was the Technical Com- 
mittee’s opinion that it will be necessary for the 
federal government to set minimum standards in 
order that federal funds may be administered 
with reasonable efficiency and economy. This 
principle has worked effectively in the adminis- 
tration of Social Security funds for public health, 
maternal and child health, and for the crippled 
children’s program, without any complaints of 
federal domination. I see no reason to assume 
that it would not also work in connection with 
Federal-State codperative programs looking to- 
ward the provision of hospital and medical serv- 
ices. 
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What will such a program cost? The estimates 

of the Technical Committee have been subject 
to a good deal of amateur analysis. It has been 
reported in the press and elsewhere that Recom- 
mendations I, II, and III (public health, mater- 
nal and child welfare, hospital facilities and med- 
ical care of the needy) would cost eight and a 
half billions. This is a gross misconception. It 
is apparently based on the assumption that the 
total maximum estimated cost of these three 
phases of the program would have to be met each 
year for ten years. The Technical Committee, 
however, conceived of the program as a gradual- 
ly expanding effort, beginning with relatively 
small additional expenditures, and stepping up 
over a period of ten years to a total maximum 
expenditure of 850 millions—from all sources, 
federal, State, and local. It was also estimated 
that the maximum federal contribution to the 
program at its peak of operation would be about 
one-half of this sum, or 450 millions. It was 
estimated that these sums would be required 
when the expanding program, providing adequate 
health services, hospital facilities, and medical 
care for the needy, should have reached its 
maximum peak. 

This is only an estimate, framed on the na- 
tional basis, and it is all that we can reasonably 
offer until we try for a while to provide adequate 
health services. As long ago as 1925, Dr. Haven 
Emerson was making this very point, and I can 
assure you that the picture has not significantly 
changed since that time. In fact, the hardships 
of the depression have served to intensify our 
needs for national, permanent efforts toward 
better health. At the National Conference of 
Social Work in 1925, Dr. Emerson said: 

“Since adequate health services have nowhere 
yet been provided, no one can tell what they 
really will cost. We have, however, fairly re- 
liable means of recording and estimating the cost 
of the neglect to invest in health. It may be fair- 
ly stated that it costs any individual or group not 
less than four times as much to go without health 
protection and adequate services as to pay for 
it. . . . We shall never know what adequate 
health service costs until we try to give it. At 
present, we are giving hardly more than half 
of what science and the labors of past genera- 
tions have put into our hands, as trustees, to 
be used.” 

What the National Health Program is sug- 
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gesting is that we all join together—all the pro- 
fessions, and all the people—and accept that chal- 
lenge laid down nearly fifteen years ago, and that 
we accept it and meet it mow. We have learned 
with increasing faith and with increasing confi- 
dence during these years that it can be done. Our 
skills are surer, our procedures more refined, 
more generally applicable. It remains only for 


those of us in the professions to turn a calm and 
dispassionate eye upon the national health prob- 
lem—and then to translate that dispassionate 
view into a passionate desire to meet the health 
needs of the people. Then, and only then, can 
we plan for the future—a future in which our 
principal effort may be, we hope, “keeping 
America healthy.” 





MEDICAL CARE AND ITS DISTRIBUTION IN CANADA* 


F. W. JACKSON, MLD., D.P.H. 
Deputy Minister of Health and Public Welfare of Manitoba 
Winnipeg, Manitoba, Canada 


O MATTER how much we like to think 

of democracy as the state composed of in- 
dividuals, I am sure we will all agree that under 
the present set-up in our social system the secur- 
ity of the individual is becoming of paramount 
importance to the state. Such being so, it is only 
natural to find that in our democracy the state is 
now taking an ever increasing part in the pro- 
vision of those things for the individual which 
will make his life a happier one. 

We find that the state now provides free treat- 
ment for tuberculosis, for mental conditions and 
for venereal disease. The state provides, in va- 
rious ways, medical treatment for the unem- 
ployed or for.other persons unable to pay. The 
state, through local governing bodies, makes pro- 
vision for hospital expenses for individuals who 
cannot pay out of their own resources. Besides 
all this the state also has set up a Health De- 
partment for the prevention of disease and pres- 
ervation of health, which includes inspection of 
water and food supplies, supervision over the 
production of milk, the provision of public health 
nurses, travelling clinics and in some cases dental 
treatment ; but after all this is done the fact re- 
mains that many people are in a sad plight when 
illness strikes. Actually, a severe illness is a 
family and community catastrophe of major 
importance. In order to try and prevent such 
an undesirable situation many organizations in 
Western Canada have gone on record as favor- 
ing some form of “state medicine” or “health 
insurance.” Other organizations have appointed 


*Part of Conference on Medical Problems at annual meeting 
of the Minnesota State Medical Association, Minneapolis, Min- 
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committees to make a study of state medicine and 
all its implications, and in some of the provinces 
legislation has been placed on the statute books 
providing for the inauguration of schemes of 
state medicine or health insurance. The human- 
itarianism behind such plans constitutes a pow- 
erful appeal to the imagination, and this is one 
of the factors which sways large groups to make 
an insistent demand for social reform of this 
character. 

This demand is not a new thing in Canada, 
particularly in the Western Provinces, where 
for the last twenty years isolated communities 
have been experimenting in various types of 
state medical care. 

The first active movement taken towards the 
adoption of health insurance in Canada was by 
the Province of British Columbia, which in 1920 
appointed a Royal Commission to investigate 
the subject. This Commission recommended the 
adoption of a system of health insurance and out- 
lined a plan. However, nothing was done at that 
time. Again in 1929, another Royal Commission 
on the same subject was appointed and they 
made two reports, the final one in 1932. As a 
result of this report a bill for health insurance 
was drawn up for presentation to the legisla- 
ture in 1934 and was finally passed on March 
31, 1936, and was to have gone into effect on 
January 1, 1937. However, it is not yet in oper- 
ation, chiefly because the codperation of the med- 
ical profession, with the legislation as it was 
drafted, could not be secured. 

In Alberta at about the same time, a com- 
mission of members of the legislature investi- 
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gated the best methods of making adequate med- 
ical and health services available to all people 
in the province, and submitted its final report in 
1932, and based on this report, a Health Insurance 
Bill was passed at the 1935 Session of the Leg- 
islature, but, as yet, has not been put into opera- 
tion. However, at any time, this Bill can be 
brought into operation in either part or the 
whole of the Province. 


In none of the rest of the Provinces of the 
Dominion has there been any legislation enacted 
looking towards the provision of medical care 
on a Province-wide basis. In two Western 
Provinces, namely Saskatchewan and Manitoba, 
local communities in both Provinces have, 
over a period of twenty years, experimented with 
various schemes in an attempt to solve their 
own difficulties. This applied particularly to 
those communities in which very little, if any, 
medical care was available. From these at- 
tempts on the part of local districts to make pro- 
vision for medical care, a scheme which is now 
known as the “Municipal Doctor Scheme” has 
evolved. This has so far progressed that we find 
in Saskatchewan approximately one-fifth of all 
the rural municipalities have a general practition- 
er’s services applied in this way; while in Mani- 
toba there are twelve municipalities now receiv- 
ing medical care under this plan, with the likeli- 
hood of some six or seven more going into oper- 
ation during the coming year. 


As the name of the scheme implies, it means 
the engaging of a physician by a municipality 
on the salary basis, to give to the residents of 
that municipality medical care—such care to be 
any that may be given in the patient’s own home 
or in the doctor’s office. 


A municipality in Western Canada is a local 
unit of government and has an area consisting 


of from 200 to 300 square miles, with a popula- 


tion varying from 1,200 to 3,000. 


In Alberta, a very interesting scheme of Health 
Insurance has been in operation for a period of 
some five years. Back in 1934, the five doctors 
living in the town of Stettler, which is in a 
thriving community with an adequately equipped 
hospital and supported by a well settled farm- 
ing district, discovered that although they were 
doing a tremendous amount of medical work 
they were not collecting enough money to make 
both ends meet. After considerable discussion 
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amongst themselves they decided to institute a 
scheme of “health insurance” whereby the head 
of a family would pay in advance the sum of 
$25.00 a year, insuring for himself and all the 
members of his family medical attention in case 
of illness or injury. This medical service would 
be a complete one with the possible exception of 
the more technical type of specialist service. This 
scheme seemed to make a hit with the local peo- 
ple as nearly all who could locate the $25.00 
joined. The money collected by the individual 
doctors was put into a common fund and at the 
end of the year was distributed pro rata to the 
physicians, depending upon the amount of and 
type of service rendered. 

In speaking to one of the doctors a week or 
so ago I was informed that although in the be- 
ginning this was a voluntary system of health 
insurance, the local municipalities in this district 
are now asking that it be made compulsory in 
order that every resident in the district will be 
entitled to the same type of service. The doc- 
tors have agreed amongst themselves, if the 
scheme is made compulsory, that they will be 
prepared to provide the service for the sum of 
$15.00 per family, per year. This does not, of 
course, include drugs or hospitalization. 


As yet there are no figures available from 
this experiment to indicate the type and amount 
of professional services required, although the 
doctors say that for the first two years they were 
probably over-worked, but now that all the chron- 
ic conditions have been attended to the types of 
illness they take care of has been relegated to 
those of a minor nature. As one doctor says—“It 
is very seldom indeed that we now have to make 
a trip to the country to see a sick individual, as 
the individual comes to the doctor, or hospital, 
before ‘he becomes so ill that he cannot travel.” 
It would seem that this type of practice might 
be extended considerably and should fill the real 
need where a group of doctors can work together. 
Under this plan the patient has choice of doctor 
and can only change his physician at the end of 
the year, or with the consent of both the new and 
old physician. 

With the advent of the depression, consider- 
ation had to be given to the medical care of the 
unemployed, and this has progressed so far that 
we can assume the unemployed in Canada, as a 
whole, now receive a fairly adequate type of 
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medical service. From a provincial standpoint 
this is probably best organized in Ontario, where 
the provincial government pays over to the med- 
ical profession a certain definite amount per 
head per month for unemployed persons and the 
medical profession, in return, sees that this 
group in the population receives the care it re- 
quires. The amount paid varies from 35 to 50 
cents per head per month, which leaves 28 cents 
for medical care after deductions for drugs and 
administration are deleted. Although this does 
not give the physicians a satisfactory remuner- 
ation, it at least makes sure they are not out-of- 
pocket in providing the service. 

The Ontario Medical Association divided the 
Province into eleven districts corresponding to 
the districts of the local medical societies. The 
physicians in each district form a local commit- 
tee to supervise the service, and the money for 
the medical care of unemployed persons in their 
district is turned over to this Committee for 
distribution. All the physicians who have ren- 
dered service to the unemployed send in an 
account at the end of each month, using the reg- 
ular schedule of fees, and the physicians’ com- 
mittee prorate the total amount available, de- 
pending upon the work done by each physician. 
This sum actually paid appears to work out at 
about 40 per cent of the accounts submitted un- 
der the regular schedule of fees. The services 
provided are a general practitioner’s services. 

In Winnipeg, Manitoba, in 1933, the pro- 
fession decided that some arrangements would 
have to be made for the providing of medical 
care to the unemployed, since up to that time 
this group had been carried by the profession as 
charity cases. After nearly a year of negotiations 
with the city, an arrangement was entered into, 
which set up a system of medical services to 
the unemployed, under medical control, with a 
special schedule of fees of approximately one- 
third to one-half the rates usually charged and 
this arrangement still continues. The service 
supplies everything that might be required by 
the unemployed person, including drugs and 
some dentistry. The individual needing the 
service has a choice of physicians but, excepting 
in case of emergency, is required to get author- 
ity from the medical relief officer to call his 
doctor. The physician, on taking over a case, has 
to immediately notify the medical relief officer. 
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This notification is on a special form which gives 
information in reference to the type of the illness 
as well as to the amount of medical care such ill- 
ness may require. The service is not claimed to 
be a complete one, for it is only supposed to take 
care of acute and subacute conditions. How- 
ever, it has developed until practically everything 
from which the unemployed person may be suf- 
fering is looked after by the profession at the 
expense of the city. The service is under com- 
plete medical control through a medical advisory 
committee who have authority to settle all dis- 
putes which may arise in connection with the 
service. This committee consists of the city med- 
ical officer of health, the city relief medical of- 
ficer, the chairman of the committee on sociology 
of the Manitoba Medical Association, and one 
other member of the Association. This service 
has extended until now practically all municipal- 
ities in Manitoba give to their unemployed the 
same type of medical care, under the same plan— 
payment being made, on a fee basis, to the phy- 
sician for all work done, using a special schedule 
of fees. The information obtained from the 
returns of the physicians under the plan in oper- 
ation in Winnipeg has been tabulated from year 
to year, and we are now obtaining a collection of 
statistics which will be of real value in estimat- 
ing, for an urban community, the amount and 
type of illness and its requirements in terms of 
medical care. 


The accompanying tables contain certain sta- 
tistics which we think should be of interest. 


We have felt, in Manitoba, for a considerable 
length of time, that the statistics we get in ref- 
erence to the amount and type of illness in ur- 
ban communities are such as would enable us to 
set up an actuarially sound scheme of Health In- 
surance for an urban population if and when the 
public should demand it. However, our infor- 
mation in reference to the requirements of our 
rural population is entirely inadequate if we 
should be requested to have any scheme embrace 
the whole of the province. 


The Municipal Doctor plan of supplying med- 
ical service is now well stabilized in Manitoba, 
in that we have adequate legislation to control 
it and this control rests directly where we be- 
lieve it belongs, namely in the medical group in 
our governmental organization, the provincial de- 
partment of health and public welfare. 
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TABLE I. 
SERVICES TO PATIENTS ON RELIEF 


COMPARATIVE SUMMARY OF MEDICAL 
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TABLE II. PRINCIPAL CAUSES OF ILLNESS 


Cases per 1000 persons 





















































March 1, 1934, to March 1, 1935 to ME I nickn py nncnscdaaes ued saomer 61.5 
Feb. 28, 1935 Feb. 29, 1936 Tonsillitis and sore-throat ................... 52.7 
er PERE EOF et ne 52.5 
Total for year 5 ee 
NS og a os opp anon te aaaaue 30.7 
— 15.987 19.721 Confinements and other puerperal conditions... 29.7 
—— Reperepepberein 26,667 Accidents and other external causes.......... 28.9 
DED, wiacwoxkavevesas 8,065 7,889 
Heart and other circulatory diseases.......... 22.8 
— Ligh eA a Gane 519 581 Disease of nervous system ................... 19.5 
a Pe ses eReRDRte — = Non-venereal diseases of genito-urinary system 18.4 
Fractures ........-+-+++ 33 178 Lumbago, arthritis, and rheumatism........... 16.9 
Maternity : alan a et a aati Se Si 16. 
ere re 702 728 ‘ - 
DE gaccclcent ewes aos 137 145 Diseases of ear and mastoid process.......... 13.0 
Sundries : Diseases of kidney and adnexa................ 10.7 
— orecemmquteh = = ME A OIE ois ini oss wdknbadavbdadsacuss 6.0 
om tore seteeeeeeeee = 425 IE iis ey eee Ge a ee 5.9 
ar ananggnonnl he TE 266 = Diphtheria, scarlet fever, and typhoid.......... 3.4 
lum—trental .......-. eee 
Radium—treatment .... ... 9 Be 8 eee 2.1 
TABLE IV. MATERNITY SERVICES TO UNEMPLOYED 
TABLE III. MEDICAL SERVICE TO UNEMPLOYED IN CITY OF WINNIPEG (1935-37) 
IN CITY OF WINNIPEG (1935-37) 
1. Average Number of Pregnancies per Annu 
1. Average number on relief .............20e00 30,531 - P 1s 
2. Number of illnesses: Pregnancies | Hospital} Home Total | Per cent 
Total yearly average illnesses.............. 22,131 abortions 
Average illness per person per year...... 0.73 at tom .. 583 60 643 64 
3. Days of hospitalization (1935 & 1937 only) : P 
Average per person ..........scceeceeeees 1.14 Abortions .. 71 99 170 
4. Death-rate per 100 population (1936 & 1937 only) : Total 813 20.9 
Specific death- Specific death- 
Age groups 1-60 rate of relief rate for city 2. Birth-rate per 1000 Population 
population of Winnipeg 
adjusted rate 2.47 3.10 ree eee: MO so iwetivenco eae 12.4 
Note: All abortions received medical care and were thus 


Note: In considering ‘“death-rate’” we deleted age 0-1, as 
we understand that no deaths of infants in hospitals following 
maternity cases were credited as relief deaths. Relief rate 
in this age-group was only half of the Winnipeg rate. It must 
be remembered also that the relief groups are not exposed to 
industrial hazards. 





TABLE V. MEDICAL SERVICES TO UNEMPLOYED 
IN CITY OF WINNIPEG (1937) 
COST OF SERVICES RENDERED 
(Special reduced schedule of fees) 


Average number of persons on relief........... 27,875 
Average number of illnesses per person......... 0 
Average cost per person for doctor’s fees 

ON PRR REE LOOP EE een re .20 


Average cost per person for hospital services. . 
Total average cost per person (including special 
ee 
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reported. Percentage of abortions is new in statistics and 
may give us some idea of the abortion situation. 





The control is exercised over the formation, 
size, and population of the proposed municipal 
doctor’s area, the doctor’s salary, and the terms 
of his contract. A standard contract, which re- 
mains in force for the duration of the Municipal 
Doctor By-law, is now in operation and makes 
certain provisions which we think are essential 
if the ‘public and the practitioner are to receive 
proper consideration. It sets out in detail the 
duties of the doctor. The contract also makes 
provision for leave for the physician each year 
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with pay and an increased leave every second 
year with pay in order that he may go for short 
post-graduate courses. Provision is also made for 
permission to attend all district and provincial 
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The municipal doctor usually provides a fair- 


ly adequate school medical service. Prenatal care 
of expectant mothers is well looked after. There 
being no financial barrier between the mother 
































TABLE VI. MORBIDITY STUDY—MUNICIPAL DOCTOR AREAS—-MANITOBA 
(may 1, 1939-aprit 30, 1939) 
ILLNESSES REPORTED AND TREATED IN AREAS 

Sex Medical Surgical Fractures | Childbirth | Special TOTAL 
and Puer- CASES 

peral State 
Male 3,094 175 61 205 4,085 
Female 2,996 450 18 232 142 3,838 
TOTAL 6,090 1,175 79 232 347 7,923 

Average illness per resident—.52 
TABLE VII. MORBIDITY STUDY—MUNICIPAL TABLE VIII. MORBIDITY STUDY—-MUNICIPAL 


DOCTOR AREAS—MANITOBA (MAY 1, 1938- 
APRIL 30, 1939) 


SERVICES RENDERED BY MUNICIPAL PHYSICIANS 
ee ee ee ee 9,728 
DE SUI, I ca Slsiseuce ea einen 3,880 
Number of hospital calls... ....... 0060 ccceceses 877 


Special services 
dental, etc.) 


Total miles traveled by municipal physicians.... 36,010 


(x-ray, laboratory, refractions, 





medical association meetings without loss of sal- 
ary. In this way we hope to keep up to date 
those physicians who find this type of work at- 
tractive. 


In order that the doctor may not be at 
the mercy of a lay governing body, provision is 
made in the contract that he cannot be discharged 
without three months’ notice, and if he is of the 
opinion he is being discharged without cause he 
has a right to appeal to an advisory board con- 
sisting of three members—one representing Or- 
ganized Medicine, one representing the Depart- 
ment of municipal affairs and a third chosen by 
these two. The decision of this board is final and 
binding on all parties. 


From a public health standpoint a municipal 
physician makes an ideal health officer, because 
he finds: it to his advantage to use to the fullest 
extent those methods now available for the pre- 
vention of disease. In these municipalities there 
is complete immunization against diphtheria and 
smallpox and, in most of these areas, also 
against scarlet and typhoid fevers. 
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DOCTOR AREAS—MANITOBA (MAY 1, 1938- 
APRIL 30, 1939). 


HOSPITALIZATION AND DISABILITY 
HOSPITALIZATION : ; 
Number of patients admitted to and -dis- 


charged from hospital...............+. 355 
Number of hospital days............... 4,273 
Average days per patient................. 12 days 

DISABILITY : 
Total days of total disability (persons six 

VOREE GEE GE QURE) oss. o.o:6.0.0:0:0 cee ce ves ,032 
Average days per case of illness.......... 2.9 
Average days per residents.............. 1.5 





TABLE IX. MORBIDITY STUDY—MUNICIPAL 
DOCTOR AREAS—MANITOBA (May 1, 1938- 
APRIL 30, 1939). 


HEALTH SERVICES RENDERED 


NN o> sot natant angeles Roca eae 
Diphtheria toxoid immunizations.............. 
Scarlet Fever Immunizations..................- 3 
School examinations 





and the physician, she seeks advice and any med- 
ical care she may require. 

With the assistance of The Rockefeller Foun- 
dation and the Department of Pensions and Na- 
tional Health, Ottawa, and Organized Medicine 
in Manitoba, the Department of Health and Pub- 
lic Welfare of Manitoba is conducting a two- 
year study in those areas employing a Municipal 
Physician, to ascertain the types and amount of 
sickness amongst our rural people, as well as the 
requirements both financially and otherwise for 
a complete medical service amongst this group 
in our population. 

The group being studied consists of approx- 
imately 15,000 people, which we think is repre- 
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sentative of the rural population in Manitoba 
in that it contains various nationality groups on 
farms, in small hamlets and villages in various 
stages of economic well-being. 

This group is served from a general practi- 
tioner standpoint by seven municipal doctors, 
and as there is no financial barrier between the 
doctor and the patient, we should get an ac- 
curate record of every condition from which an 
individual may suffer which he thinks requires 
medical attention. We will also, on the other 
hand, know that they are not receiving more at- 
tention than they require, although possibly, as 
we all know, a good many patients may demand 
this. This study has now completed its first 
year’s operations and we have some interesting 
statistics on the subject. 

I cannot conclude these rather rambling re- 
marks without making some very definite state- 
ments in respect to the whole question of state 
provision of medical care. Although people may 
demand such a service, it will be no easy task to 
insure that it is likely to be anywhere near 100 
per cent satisfactory. 

Amongst the things which have to be given 
very careful consideration from the standpoint 
of supplying adequate and up-to-date medical 
care to our people are the following: 

1. Is the training now being provided in med- 
icine such that the various types of service re- 
quired by the population can be adequately pro- 
vided at the price which they can afford to pay? 

2. Is it not possible that if a service is pro- 
vided free to our population the total cost 
of such service is going to be immediately tre- 
mendously increased and the burden become such 
that the taxpayer will be unable to foot the bill? 

3. Will not demands be made upon doctors 
by patients, when there is no financial barrier 
between patient and doctor, that the patient re- 
ceive a great deal of medical care which pos- 
sibly is not required? 
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4. If a doctor is paid on a salary basis what 
must we do to see that he is going to keep him- 
self what might be called “medically fit”? I mean 
by that, abreast of the knowledge made available 
through the advancement of medical science. 





5. If the provision of medical care becomes 
a state service, is it not a possibility that it may 
become through manipulation a “political foot- 
ball” ? 


However, despite all these possible drawbacks 
I am fully convinced that the time is quickly 
coming when public demand will compel public 
officials to provide some such service, and wheth- 
er we as the medical profession like it or not 
we will, in our desire to protect the public, be 
forced to codperate in setting up a scheme or 
schemes, and it would seem to me that some of 
the things that we should insist upon are: 


1. The medical end of any such scheme must 
be under direct medical control, either through 
the medical personnel directly connected with the 
official health services of the state or province, 
or through organized medicine, or through the 
combination of both. 


2. I personally do noi believe sick-benefits, 
which we find tacked on to almost all systems of 
state provision of medical care, should be the 
concern of the profession. In my opinion, certi- 
fication for sick benefits puts a responsibility on 
the medical man which is bound to have an effect 
on his ability as a practitioner and also on his 
integrity as a citizen. 

3. We as a medical profession must insure 
that any scheme for the state provision of med- 
ical care must be wholly interlocked with the or- 
ganized efforts of Public Health Departments so 
that all those in the practice of medicine will con- 
tinue to stress, to an ever increasing extent, the 
aspects of medicine which have as their ultimate 
goal prevention of disease and preservation of 
health. 





Mental Attitude of Tuberculous Patients 


The mental attitude of tuberculous patients is not one of optimism. In observing ap- 
proximately 2,000 patients with tuberculosis, of whom seventy-five were closely studied, 
the prevailing moods were found to be depression, fatalism, anxiety and apprehension. It 
is recommended that extreme care be used in advising patients of the extent and nature of 
their disease and suggested that more attention be paid to the psychological care of those 
in tuberculosis hospitals—Strecker, E. A., BraceLanp, F. J., and Gorpon, B., Mental 
Hygiene, October, 1938. 
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HEALTH OF THE PEOPLE OF MINNESOTA* 


W. A. O'BRIEN, M.D. 
Medical Director, Center for Continuation Study, University of Minnesota 


Minneapolis, Minnesota 


M* SUBJECT is a discussion of the health 
of the people of our state. The meet- 
ings we have had during the last three days 
have been directed toward the improvement of 
the health of the people of Minnesota. In fact, 
meetings of the hospital and medical associations 
are directed toward this purpose. Those who 
have visited the health exhibit in the basement 
realize it was put there for the primary purpose 
of bringing to the people of the community the 
facts of medical science. The radio program 
we maintain is also for this purpose. It is 
rather interesting to note in regard to the health 
education of the people of this state that during 
the eleven years I have had radio programs, no 
one has told me what I must say. These talks 
have been given to bring news and the latest 
and most important facts of medical science. 

In order to realize how medical service is 
changing, I would like to draw attention to the 
objectives of modern medical practice. Modern 
medicine, differing from that of a few decades 
ago, has as its primary purpose objective infor- 
mation and action. You noticed how Monsignor 
Griffin made use of facts and figures in arriving 
at conclusions. There are many people who 
do not understand this particular approach. 
There are certain ways in which we must inter- 
pret the material if we are to get the right 
answer. It should interest us all to remember 
that modern historians tell us that we are going 
down in history not as great artists, teachers or 
inventors, but rather as the first group in civil- 
ization to accurately measure its information and 
thereby draw pertinent conclusions. 

Second, the modern medical approach to any 
disease is systematic. We proceed from the his- 
tory to the physical examination, the laboratory 
tests, the tentative diagnosis, recommended con- 
sultations and treatment. Many lay people ask 
us to look, observe and act, very often to act 
before looking or observing. In many instances 
this has given the wrong impression to some 


*Presented at the Conference on Medical Problems at the 
annual meeting of the Minnesota State Medical Association, 
Minneapolis, Minnesota, June 2, 1939. 
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people. When the discussion of periodic health 
examinations was up a few years back, it was 
my opinion that if we did three things we 
would give an ideal examination: (1) the junior 
medical student would take the history; (2) the 
senior medical student would make the exam- 
ination (no short cuts); (3) a skilled physician 
would be called to interpret this information, 
and to him we would have to look for medical 
direction of the care of the people. 

If a wealthy man in New York City has an 
attack of coronary disease, he is taken to a hos- 
pital in an ambulance and given a sound-proofed 
private room. Near at hand are many nurses. 
He is put into an oxygen tent. His business 
associates carry on for him at the office. His 
family is given rooms near him. An electro- 
cardiogram is taken. He receives systematic 
medical care. Let us now go to a remote sec- 
tion of Minnesota. Here we find a man stricken 
in the field and carried to his house. The phy- 
sician who calls does not have the privilege of 
using an electrocardiograph. He takes the his- 
tory, does the physical, raises the window and 
fans the man. The wife is called in and in- 
structed as to what to do. The public health 
nurse drops in from time to time to help the 
family care for him. Friends look after his 
crops. This man is given the same systematic 
approach, varied according to conditions and ac- 
cording to his needs. There are those who do 
not understand that our man in Minnesota is 
not being neglected. 

Group care in the responsibility of diagnosis 
and treatment is new. I do not refer to groups 
of physicians but trained workers in the hospital 
field. As Monsignor Griffin tried to show, medi- 
cine in Minnesota is being practiced in centers 
and hospitals. Doctors, nurses, medical technol- 
ogists, record librarians, administrators, dieti- 
tians are all coming in now to learn the advances 
in their particular field. With the division of 
labor in the hospital and medical field, the care 
of patients is better now than it ever was. Let 
us take nursing. The first time a nurse made 
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a bedside record, she watched the patient through 
the night and when the doctor came in the 
morning, she told him how the patient was. In 
the middle of the conversation, she hesitated, 
then pulled out her notes. From that day on 
the hospital chart was made as a record of con- 
ditions in the doctor’s absence. The practice of 
nursing today, in many ways, is the practice of 
medicine a few years ago. 

In our own state we see medicine striving for 
a solution to its problems. We see it sys- 
tematically applying things it learns as groups 
working together for a common objective. We 
have in the Northern Pacific Beneficial Associa- 
tion, one of the oldest of its kind in the United 
States. Our society endorses the care of the 
tuberculous, nervous and mental diseases by the 
state. Remember that all those different sys- 
tems exist side by side with the whole-hearted 
approval of the medical profession. We are 
not narrow-minded and are willing to see that 
public health and medicine advance side by side. 
I have listened with pride to practitioners dis- 
cuss public health problems which have arisen 
in their communities and which they were an- 
xious to help—to help a family with the pas- 
teurized milk problem, immunization in school. 
No, we are not against public health. 

Our State Department of Health is the finest 
in the country. Its laboratory for the diagnosis 
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of contagious disease has received commenda- 
tion, so that in Minnesota, speaking for both 
the medical and hospital groups, we are eager 
to see that public health advances, also to see 
medicine practiced at its best. 

We do not hold back because of embarrass- 
ment to physicians who have not kept up. We 
expect our members to*keep up. The Univer- 
sity of Minnesota is trying to help both the 
doctors and hospital people to learn of the recent 
advances in their field. I refer to the Center 
for Continuation Study, which during the past 
two and a half years has had thirty-seven 
courses in medical and hospital subjects with an 
enrollment of 1,182; 432 hospital and 750 med- 
ical registrations. If you will look at communi- 
ties in Minnesota, you will find community after 
community where the physicians and hospital 
people have gone to the University to attend 
a course at the Center for Continuation Study. 
We are proud of our record because so far as 
we have been able to learn, it is the first of its 
kind in the United States. 

We are a free people and we will continue to 
be free as long as we are allowed to develop. 
We feel that we are bringing to the people of 
Minnesota the type of medical service that will 
receive the approval of all, and with the closer 
codperation between the medical and the hos- 
pital field we hope to obtain even better results. 
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| ought to be taken for granted that any 
movement to improve the health of our peo- 
ple would find its most enthusiastic reception in 
that group of men and women who have dedi- 
cated their lives to the care of the sick. The hos- 
pital organizations, made up of the traditional 
and accepted leaders of the American people in 
this field of human endeavor, have, throughout 
their history, codperated in every forward look- 
ing movement for the welfare of the people. 

It seems necessary to restate this well known 
fact because a new concept of social security 
gives small recognition to the achievements of 
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this group and attempts to supplant professional 
with social control in a new national health 
program. 

Our three hospital associations agree that “any 
plan of hospitalization should be built on an ap- 
preciation of the extent and the excellence of 
the present hospital system and should begin 
with the greatest possible utilization of existing 
facilities.” 

The great majority of the American people are 
within easy reach of these hospitals. It makes 
little difference whether we accept the statement 
of the American Medical Association, corrobo- 
rated by the American Hospital Association that 
98.5 per cent of the people of this country are 
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within thirty miles of a hospital, or whether we 
take the statement of the technical committee 
that it is only 87 per cent that is so close. The 
fact remains that the great majority of the peo- 
ple without serious delay or inconvenience can 
be brought to an existing hospital. 

As for the rural sections of the population 
contiguous to the population centers, all recog- 
nize that they go there for their recreations, 
their shopping, and their hospitalization. Nei- 
ther personal habits nor sickness have any inhi- 
bitions concerning county lines. Distance is only 
relative. With good roads and modern individ- 
ual transportation the isolation of the farmer 
passed forever. We cannot ignore his prefer- 
ences and his customs. We cannot discount his 
social progress. Our rural people are educated 
to want the best the city can give them and they 
go there to get it. I am not unaware of the 
agreement of certain representatives of rural 
groups with the National Health act, but I can- 
not believe that the modern, up-to-date farmer 
will be satisfied with an inferior type hospital 
just because the government will build it for him 
at his crossroads. 

Great fleets of busses bring his children to the 
centralized school. Modern luxurious ambu- 
lances travel the same broad highway bringing 
patients to existing hospitals that are completely 
equipped with the newest and best, and com- 
pletely staffed with an efficient professional 
personnel. The University of Iowa Hospital has 
twenty-five such ambulances on the road every 
day, bringing patients in from each of their 
ninety-nine counties three times a week. Can- 
ada supplements her auto ambulances with fifty 
planes. Australia and all of the progressive 
countries are doing this. They have established 
a high standard of service for their rural popu- 
lation and they are bringing their patients in to 
the hospitals that can render that service. 

Hospitals, like other service ‘institutions, can- 
not be built on geography alone, no matter how 
much we glorify county lines. Adequate popula- 
tion and patient demand are determining condi- 
tions. Experience and law of averages tell us 
that just about so many people out of a thousand 
are going to be sick at about the same time. 
From the standpoint of expensive equipment and 
especially professional personnel, a hospital has 
to be large enough to make these things possible. 
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In order that a hospital may be reasonably well 
filled it is necessary to have a definite ratio be- 
tween the number of beds and the number of 
people in the area served. 

There is much discussion concerning the re- 
quired number of beds per thousand of popula- 
tion. The Technical Committee announced that 
4.5 beds per thousand was the standard require- 
ment for the whole country, and their plans for 
construction are on that basis. 

In contrast I would like to submit the follow- 
ing. In Cleveland, a large industrial city where 
the incident of hospitalization might be expected 
to be high, with the additional attractiveness of 
being a great medical center, it is only recently, 
with our new hospitals and new additions, that 
we have come up to five beds per thousand. Sev- 
eral of our hospitals have a very considerable 
number of outside patients. One has had as high 
as eighty-five per cent of its patients from outside 
of the county. I know of another hospital in a 
neighboring state, and it is not a famous one 
either, where the patients last year gave 369 
different postoffice addresses. I quote these 
facts as an indication that any estimate based on 
county figures is fallacious. 

The Commonwealth Foundation, building 
hospitals in rural areas exclusively does not en- 
courage the building of even a fifty-bed hospital 
in any area where there is not at least 50 or 60 
thousand people to be served. In a dozen years 
they have never felt the need of enlarging one 
of their hospitals, and most of them are operat- 
ing on a low percentage of occupancy. One bed 
per thousand of the rural population seems to 
be more than sufficient. 

Here are some new figures that have just been 
compiled of our subscribers to the Hospital 
Service Plan. This clientele is without doubt the 
most hospital minded group in the country. 
They think enough of hospital service to pay for 
it beforehand. They have no financial reason 
for hesitating to go to a hospital because their 
bills are already paid. The enrollment is mostly 
in urban districts where the city environments 
make for increased hospitalization. In a word, 
the incident of hospitalization in this group 
should be the highest in the country. After the 
unprecedented demands of the last three months 
the average is again 0.85 days care per subscrib- 
er. This means 850 days care per thousand of 
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population, or 110,500,000 days for our entire 
130,000,000 people. On a 75 per cent occupancy 
basis this would require little more than 400,000 
beds. Not counting federal, state, county and 
city institutions, we now have more than the 
number of beds needed in the voluntary hospitals 
alone, and that number is increasing at the rate 
of 25,000 a year—an indication that the well- 
springs of charity are not dried up. On this ba- 
sis there does not seem to be much need of a 
greater total number of hospital beds. 
Concerning new construction, our association 
recommends the following, where there is lack 
of facilities due to a local fault of distribution: 


“New hospitals should be built in urban and rural 
areas only after an accurate impartial survey of popu- 
lation grouping, accessibility of existing facilities, trans- 
portation, availability of professional personnel and 
economic resources, shows that new institutions are 
needed and that they could be maintained according to 
good professional and financial standards.” 


The National Health Act provides for the 
building of hospitals with government funds in 
rural areas and in areas suffering from severe 
economic distress—that is in the cities where 
there are plenty of hospitals now. These new 
government hospitals are to be available for all 
groups of the population, not merely for the in- 
digent. Everything is for everyone, everywhere. 
Whatever the need of extending hospital service 
may be, it does not justify such a revolution. 
All of the hospital service required by the 
American People can be provided in existing in- 
stitutions, and in new hospitals wherever re- 
quired under existing laws and under local con- 
trol. 


The voluntary hospitals can continue to take 
care of the great majority of our people who can 
and who should pay their way. They can con- 
tinue to take care of as many free patients as 
their means will permit. An appropriation from 
relief funds would extend that service. Even 
those in low income brackets now have a satis- 
factory formula offered them in the prepayment 
plans of the hospital service associations. In 
taking a broad social view of the nation’s health, 
we must not overlook the primary consideration, 
that an individual’s health is absolutely personal 
to him. Life is one of the inalienable constitu- 
tional rights of the citizen, but it is also one of 
the greatest responsibilities of the natural law, 


690 


the care of which cannot be shifted to another. 
Only when a citizen needs assistance in provid- 
ing food, shelter and other items of relief, should 
he expect the government to give him hospital 
service gratis. 

We now have many government general hos- 
pitals, in county, city and the U. S. Public 
Health Service Veterans Bureau. Some of these 
institutions, built by tax funds for the care of 
the indigent, have departed from their original 
classification and are extending their facilities 
to those who are well able to pay their way 
and who should not be a burden on tax 
funds. Some of these institutions have dupli- 
cated satisfactory available facilities in existing 
institutions in their areas, which is economic 
waste. The number of these general hospitals 
has increased greatly in recent years. During the 
depression they have been enlarged, remodelled, 
and reconditioned by federal funds. Any further 
extension required and justified can be provided 
in the same manner, by matching federal and lo- 
cal funds, by grants-in-aid to local governmental 
units. 

We insist, however, that building more hospi- 
tals will not solve the problem of adequate hos- 
pital care, not merely for, but especially to the 
American people. There are now more than 
100,000 empty beds available in our hospitals. If 
simply having beds could solve the problem—it 
would have been solved already. 


There must be a different approach to the 
problem. 


Irrespective of all financial considerations, 
there are two classes of people concerned ; those 
who help themselves and those who do not, those 
who try to get hospital care when they need it, 
and those who do not try. Those who are need- 
ing treatment, who are taking the initiative, who 
are applying to a hospital, are being taken care 
of, as a general rule. Here or there a hospital 
may have reached the limit of its resources; in 
fact, the burden of free care during the depres- 
sion caused many of them to close. 


But to carry the ideal of hospital care to all 
of the people we must develop an organization to 
go out and get the backward ones and bring 
them in when they need it. This is a program 
of education, of instructing them on the bene- 
fits, bringing new hope to them in their affliction, 
removing their inhibitions, changing their atti- 
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towards hospitalization. The visiting 
nurses, the district nurses, social service work- 
ers, many other voluntary agencies are carrying 
on a most commendable effort along this line. 
This should be extended into all sections of the 
country, into the rural areas, into the cities, 
where there are people who do not make their 
wants known. When the hesitancy is of a finan- 
cial nature, it can be removed by making a relief 
appropriation that will supplement the resources 
of private charity and make the services avail- 
able for all of those who cannot pay, and who 
hesitate to apply for this reason. 

So we get back to the beginning, the recom- 
mendation of the hospital association that the 
National Health Program should begin with the 
greatest possible utilization of the existing facili- 
ties and the proper remuneration for the same. 

This problem remains as acute today as when 
the relief administrator assumed all the other 
burden for the millions of indigents and refused 
to pay for their hospitalization. That is why the 
hospital associations protest the conspiracy of si- 
lence concerning this great national need in the 
new legislation known as the National Health 
Act of 1939. 

The Wagner Bill (S1620) is a cruel awaken- 
ing for that noble group of hospital people who 
have given America a better service than any 
other nation knows. It is a ruthless disillusion- 
ing for these public spirited citizens who trusted 
the administration’s social reforms. 

President Roosevelt in his letter to the Na- 
tional Health Conference in July, 1938, pleaded 
for “The most efficient codperation of federal, 
state and local government, voluntary agencies, 
professional groups, et cetera.” 

The printed word of the Technical Committee 
states, “It goes without saying that a national 
program must be built upon and utilize fully all 
present resources” and “The use of non-govern- 
ment hospital beds paid for on a proper basis by 
public funds is presumed as a part of this pro- 
gram.” (Pg. 56) 

Chairman Altmeyer addressing our convention 
in Dallas pointed out “that so many beds are 
empty because those who should occupy them 
cannot afford to pay” and adds “That the com- 
mittee recommendation would help fill empty 
beds in existing hospitals through grants-in-aid 
for hospital care of persons unable to pay.” 

These and similar statements were made to 
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our joint committee, representing all hospital as- 
sociations, in Washington Conference, and by 
various representatives of the Interdepartmental 
Committee at many hospital meetings. 

Then came the long expected legislation to put 
all these recommendations of the Interdepart- 
mental Committee into effect: The National 
Health Act of 1929. 

There is not the faintest indication in this bill 
that those who inspired and drafted it are aware 
of the traditional relations, or as the President 
says, the partnership between public and private 
agencies concerned with the general welfare; 
there is no slightest appreciation of the monu- 
mental contribution to our national well-being 
made by the present hospital system; there is no 
word of authorization to anyone from the Sur- 
geon General down, to enter into a contract 
with an existing institution or with the agencies 
for whose coéperation the President pleaded so 
eloquently and to whom Mr. Altmeyer and the 
others so definitely promised aid. Among the 
hundreds of millions authorized to be appropri- 
ated for the construction of new governmental 
hospitals, and among the untold millions that are 
authorized to be appropriated “in sums such as 
may hereafter be deemed necessary for the pur- 
poses of this title,” there is not one cent author- 
ized to be appropriated to any private agency for 
any service whatsoever under the title of Grants 
of the states for hospital purposes. 

Aside from this serious breaking faith with 
the hospital organizations, there is an even more 
serious implication—the injustice to the people. 

The program we suggest could become effec- 
tive at once without any delay of construction. 
It would benefit the great majority of the people 
in the large centers of population where the eco- 
nomic stress presses most heavily, and it would 
give the rural population better hospital service. 

The American Hospital Association, the 
American Protestant and Catholic organizations 
had the privilege of appearing before the sub- 
committee of the Senate conducting hearings on 
this bill recently. The chairman, Senator Mur- 
ray of Montana, very graciously gave the hos- 
pital associations the privilege of arranging their 
own programs to take the entire afternoon. He 
further, in a most complimentary manner, as 
soon as he heard our committee was in session 
the day before, came over and gave us his eve- 
ning so that in an informal way we could sit 
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down and talk over this proposition with him, 
and it is no breach of confidence to say a new 
proposition to him. Senator Wagner of New 
York, who gave his name to this bill, paid us 
the same courtesy. As soon as he heard that we 
were meeting, he came to our hotel and with 
Senator Murray spent the evening. Everything 
that I have said to you I said to them personally, 
and every point that we had brought out in the 
interdepartmental committee, we brought out to 
them, and we explained to them the deficiency of 
of that legislation and the necessity for remodel- 
ing it, to which Senator Wagner very enthusi- 
astically agreed and requested a further confer- 
ence with us so that the interest of the existing 
hospital system built up by more than 200 years 
of service by the voluntary public-minded citi- 
zens of the United States will be preserved and 
this great cultural asset to the American people 
will not be destroyed. We began on the twenty- 
eighth of February, when we got the first copy 
of this bill, to write amendments to it. Per- 
sonally I have written fifty, another member of 
the committee has written thirty-six, a third has 
written twelve more. I think we can get togeth- 
er and boil them down. I think, as I have talked 
from the beginning, with the friendly spirit ex- 
hibited largely on a personal basis by members 
of the United States Senate who have charge of 
the program now that it has left the interdepart- 
mental committee, that the difficulties can be 
eliminated—with one exception—and I have left 
that to the last. Each one who appeared before 
the Senate hearings mentioned, and by the way 
we followed the secretary of the organization 
that spoke for compulsory health insurance with- 


out using the word “compulsory,” was asked 
point-blank by one of the senators: “What is 
your attitude toward compulsory health insur- 
ance?” Now I say to you members of the medi- 
cal profession and those interested in hospital 
service of the country, what is your attitude to- 
ward compulsory health insurance? You cannot 
dodge the question. The most important impli- 
cation of the National Health Act is that it 
makes it possible for the states to establish com- 
pulsory health insurance. The federal govern- 
ment does not do so because a question of policy 
dictated that it would be safer to let the states 
do it than to try to force it in the beginning from 
Washington. Compulsory health insurance for 
all citizens except perhaps those in the highest 
income brackets. Every proponent of this meas- 
ure that I have heard agrees that under $1620 
in its present form a state can spend all of the 
federal grant if it wants to with the approval of 
the authorities in Washington for a program of 
compulsory health insurance. 

Can the voluntary hospital as we know it sur- 
vive under these conditions? Practically all of the 
patients would be paid for by the government at 
rates set by the government. The doctors would 
be on the government payroll, and under no ob- 
ligation for their staff appointment to the hospi- 
tal. Administrative difficulties and professional 
problems arising from complete financial control 
by the government and political domination of 
the practice of medicine would make it impossi- 
ble for our excellent institutions to continue on 
their present high plane of service. 

It is the death blow to our present hospital 
system. . 
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| these days of rapid social change, a per- 

spective of trends is sometimes useful. An 
over-all view helps us orient ourselves with re- 
spect to stable points in the social situation. In 
the attempt to secure this orientation we should 
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consider the larger facts of our population, na- 
tional wealth and income, taxation and social re- 
forms, and the psychology of our people. The 
purpose of this paper is to briefly review these 
facts and some opinions about them. 

The American standard of living is the high- 
est in the world, both today and in comparison 
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with any other period. Our almost unlimited 
natural wealth for the past 300 years has cre- 
ated in our people the firm expectation of a ris- 
ing standard of living. Even the present genera- 
tion has seen an increase in estimated national 
wealth of from 88 billions of dollars in 1900 to 
an estimated wealth of 350 billions of dollars in 
1938.5 This expectation of continued future in- 
creases in the American standard of living at 
past rates of increase needs to be soberly exam- 
ined in the light of present facts. 

The American frontier is now ended. While 
it lasted it was always possible for excess popu- 
lation of eastern cities and unemployed persons 
to find a living, self-support and often wealth. 
Now that this resource is ended, it closes a chap- 
ter in our history. When we turn and examine 
the world markets we discover that they are de- 
clining as outlets for our surplus products. We 
have vast supplies of grain and cotton in storage. 
Finally as we turn to examine the domestic mar- 
ket for the sale of goods among our own popu- 
lation, we discover that our national population 
is rapidly approaching a stable number, and by 
1960 or 1970 it is estimated that population will 
just about maintain itself at 150,000,000.** 


While these changes in the ratio of population 
to wealth have been going on, invention, scien- 
tific discovery and mechanization of all forms of 
industry have proceeded apace so that today we 
can produce the wealth we do produce with few- 


er and fewer workers. This is a trend not con- 
fined to labor. Already there are signs of over- 
crowding in the professions. In 1933 the av- 
erage incomes of consulting engineers had de- 
clined 62 per cent, the average income of lawyers 
had declined 30 per cent, the average income of 
physicians and surgeons had declined 43 per 
cent, and other professions in more or less de- 
gree.© Widespread unemployment of trained 
professional persons who have been educated at 
great cost and sacrifice for non-manual voca- 
tions, leads inevitably to frustration and discon- 
tentment and often radicalism follows as a nat- 
ural compensation or as an escape from reality. 
In so far as our educational philosophy and prac- 
tice has encouraged each generation to believe 
that the ideal life for the intelligent person was 
in non-manual pursuits, we have brought this 
upon ourselves; but in so far as widespread eco- 
nomic depression and frequent business cycles 
have operated to throw many out of employ- 
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ment, we have been caught in complex social 
forces not yet fully understood. 

Against this larger background what are the 
present facts of income and wealth of the Amer- 
ican people? It happens that for the year July, 
1935, to June, 1936, we have the most accurate 
statistics ever available on consumer incomes in 
the United States.* These data were gathered 
under the most competent direction from several 
hundreds of thousands of American families se- 
lected to represent a fair sample of rural and 
urban living conditions. The year 1935-36 was a 
twelve-month period in which the New York 
Times business index rose from 82 per cent of 
normal to 98 per cent of normal, so that al- 
though there was much unemployment and re- 
lief during the period, business experienced some 
real gain which was doubtless due in part to 
“pump-priming” or government spending for re- 
covery. In this year of business recovery it was 
found that one-third, the lower third of our pop- 
ulation, had incomes of less than $780 per year; 
the middle third had incomes of from $780 to 
$1,450 a year; and the upper third had incomes 
of from $1,450 a year up.* If we examine the 
extremes, we find that the lowest tenth of aggre- 
gate income constituted 32.3 per cent of the 
people and had incomes of less than $760 per in- 
dividual or family, whereas the highest tenth of 
aggregate income constituted one-half of one per 
cent of the population, and their incomes ranged 
from $14,600 a year and up.* I have estimated 
the aggregate national income of the United 
States for the twelve-month period 1935-1936 as 
$58,785,000,000. Assuming a population of 
about 128,000,000 for that year, we would com- 
pute the rough per capita income for 1935-36 as 
$459. For a family of four persons this would 
amount to $1,836 a year if the national income 
were equally divided among the people. What 
now would be the situation of different social 
classes related to this per capita income of 
$1,836? The source I have quoted shows that 
the wage-earning class, constituting 37.9 per 
cent, had in 1935-36, 42 per cent less than this 
income on the average (or $1,289) ; the farming 
class, (24.8 per cent of the population) had 45 
per cent less (or $1,259); the clerical class 
(14.5 per cent of the population) had 3 per cent 
more (or $1,901); other classes that formed 
small proportions of the population were in a 
much more favored position. Salaried business 
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(4.5 per cent of population) had 129 per cent 
higher incomes than this; independent business 
(9.5 per cent) had 38 per cent higher incomes; 
salaried professional (4 per cent of population) 
had 68 per cent higher incomes; and independ- 
ent professional (1.4 per cent of population), 
had incomes 266 per cent higher than $1,836 a 
year!* Of course none of these figures take ac- 
count of the incomes of those in relief or on 
WPA, for the reason that these figures describe 
the individuals and families engaged in new 
wealth production by regular employment. 
Those on relief and WPA are a large and im- 
portant part of our population, but since they 
are supported from the surplus income of those 
who are employed, it is to the population having 
definite income that we must turn for a picture 
of trends and social situation. 

How would a family of four spend an $1,836 
income? It just happens that the average cur- 
rent expenditure of all families studied in New 
York city was $1,839, almost exactly the amount 
of the per capita income. The average number 


of consumption units was 3.38 persons. On this 
income, 36.4 per cent went for food, 20.9 per cent 
for housing, with 4.9 per cent for fuel and light, 


11 per cent went for clothing, recreation took 
6.2 per cent, and medical care cost $64 a year, 
or 3.5 per cent.? In general, a family at this in- 
come would spend $245 a year, or 13 per cent of 
their income, in hidden taxes or in indirect 
taxes.’° It is estimated that for every $10.41 
spent for medicines, there is $4.22 collected 
among 172 hidden taxes. Outside of New York, 
families at this income may spend 13 per cent 
for rent, or $20 a month, or $240 a year. House 
operating expenses run 7 per cent more, or $127 
a year. At $20 a month for rent a house costing 
$2,400 could be occupied at profit to a landlord, 
or purchased by the tenant; and recent estimates 
of building costs show that a good small house 
can be built for $2,400. 

The foregoing figures show clearly what the 
American standard of living could be for every- 
one if wealth were evenly distributed. No well- 
balanced person believes that such an even dis- 
tribution of wealth is either desirable or possible. 
It is, however, somewhat interesting to examine 
the idea in concrete terms of actual consumers’ 
incomes and expenditures. But whatever one 
may think of different theories of wealth and in- 
come distribution, the fact remains that we are 
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living in a time when a redistribution of incomes 
among our people has taken place and is now 
taking place. The facts of this phenomenon 
need to be examined. 

Since the depression, and particularly under 
the direction of the New Deal, we have been ex- 
periencing a redistribution of income along 
three different lines. 

1. A redistribution of income has taken place 
between sections of the country. For example, 
the distressed areas of the “dust bowl” and the 
Dakotas have received much more in all forms 
of Federal relief than they have yielded Federal 
taxes in return. 

2. A redistribution between the employed 
classes and the distressed classes by way of re- 
lief payments, WPA, aid to dependent children, 
old age assistance, unemployment benefits, hous- 
ing for low income classes and expenditures for 
public health. 

3. A redistribution of income between periods 
of time is taking place by way of huge increases 
in the public debt, local, state and Federal, in 
the form of borrowing against future national 
income. In 1900, with a total national wealth of 
86 billion dollars, a population of 76,129,000, we 
had a total public debt of about 2 billion dol- 
lars. Compared with this, we have in 1938 with 
a total national wealth of 350 billion dollars, a 
population of about 130,000,000, a total public 
debt of about 60 billion dollars! These represent 
respectively increases of 300 per cent in total 
national wealth, 70 per cent in population, and 
2,000 per cent in debt! 

How long can these trends continue? A pub- 
lic debt of 60 billions of dollars just about 
equals the total national income of the United 
States for the year 1936 or for the year 1938. 
The pay-off on this debt is a charge against fu- 
ture national income, and this means against our 
individual incomes. Taxation is the method 
whereby these obligations will have to be met 
sooner or later if the solvency of the govern- 
ment and private enterprise is to be preserved. 
What are the limits to this redistribution of 
wealth (income) process, assuming the preser- 
vation of the social order? In 1935 direct taxes 
on large incomes in the United States were high- 
er (70 per cent on 5 million dollar incomes) than 
in England (60 per cent on 1. million £ incomes). 
Direct taxes on low incomes ($1,000 or less) in 
the United States were zero, as compared with 
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25 per cent taxes on similar incomes in Eng- 
land. Inheritance taxes in the United States 
were higher on large estates (60 per cent on 50 
million dollars) than in England (48 per cent on 
50 million dollars). On small estates United 
States taxes were less (75/100 per cent on $20,- 
000) than in England (3.6 per cent on $20,000) .* 
Evidently the trend in this country will neces- 
sarily be in the direction of increasing direct 
taxes on lower incomes since history shows that 
European countries tend to lead the way in tax- 
ation that the United States follows sooner or 
later. So much for the rough numerical limits. 
Are there any other limits? Yes, it would seem 
that the larger limits are psychological. One is 
the preservation of individual morale and the 
other is the preservation of the social order. To 
preserve individual morale we must discover by 
experimentation with relief and social services 
the minimum amount needed to avoid the break- 
down of individual morale that would result in 
hysterical radical movements, irresponsible re- 
forms and revolution. To preserve the social 


order we shall have to determine the maximum 
amount of tax revenue that can be collected with- 
out undermining confidence in the credit of gov- 


ernment and business, and thus avoid widespread 
bankruptcy. Since this margin of safety is in- 
fluenced by conditions outside the United States, 
new discoveries and inventions, and other fac- 
tors that can not be accurately predicted, we are 
forced to find the limits of this margin by ex- 
perimentation. In a larger sense this is just 
what the New Deal experiments have been striv- 
ing for. Since the modern world is very com- 
plicated and growing more so faster than our 
knowledge of social organization expands, it is a 
matter of opinion as to where this middle course 
lies. Expert opinion of economists, political sci- 
entists and sociologists based upon facts, will 
help some, but public sentiment will in the last 
analysis set the limits. This is why the public 
opinion polls of Fortune Magazine and the [n- 
stitute of Public Opinion are so important in a 
democracy. 

What can be said in conclusion of this brief 
survey? In the first place it seems pretty cer- 
tain that the era of a steadily rising standard of 
living is at an end. The frontier for expansion 
is ended, world markets are declining, and even 
the domestic market contracts with a stable pop- 
ulation. Added to these restrictions we have bor- 
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rowed heavily against future income. Thus any 
increase in national income may be offset by debt 
charges against it. 

In the second place, the expected increases in 
direct taxes will leave less income of families 
and individuals free to be used to raise their 
standard of living. This leads to the question, 
What elements in the present standard of living 
may have to be cut in order to raise other ele- 
ments regarded as more essential? Research 
on building costs indicates the probability that 
some reduction in absolute and relative expend- 
iture on housing can be made without reduc- 
ing housing standards. Although there are dif- 
ferences of opinion about this problem, it is also 
true that we do have many objective facts avail- 
able. Housing expenditures run well over 30 
per cent of the income for a large proportion of 
the population. Greater efficiency in production 
of materials and in building construction should 
reduce the cost to 20 per cent of family income 
for a large proportion of the population. All this 
can be done without sacrificing health standards 
in housing.?*+72 Tt seems likely that two 
changes must be made; (1) better organization 
and efficiency in the building industry; and (2) 
quantity production of standardized inter-change- 
able units for home construction. Quantity pro- 
duction and low unit cost may solve the housing 
problem as it has solved the automobile trans- 
portation problem. 

If savings in family expenditure can be made 
from quantity production in housing, these small 
increments could be applied to meeting more 
adequately provisions for health and recreation. 
I mention recreation because of its importance to 
mental health. As to the maintenance of phys- 
ical health, we observed that the average family 
in New York City paid out about $64 a year or 
3.5 per cent of its income for medical care, for 
a family of three and one-third persons. Com- 
pared to this figure the Technical Committee on 
Medical Care reports the average cost for pro- 
viding adequate medical care, if purchased on an 
individual basis at minimum fees, has been esti- 
mated at about $76 per person, or $310 a year 
for an average family.’*"* 

Obviously, such facts as we have, indicate that 
adequate health services can not be provided on 
an individual service basis for large masses of 
our population, any more than custom-built auto- 
mobiles could be so provided. While it is true 
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that the quantity produced Ford car lacks the 
refinements of a Rolls Royce, it is nevertheless 
a serviceable machine. Similarly, the quantity 
built house for family dwelling will lack some 
of the refinements of the second-hand house 
now passed down for occupancy to lower income 
groups, but it will be a new house! If we pursue 
the analogy it is evident that medical care for 
the masses if it is to be brought within their 
income must be on a quantity basis and at sacri- 
fice of many of the niceties and refinements of 
present individual care at higher income groups. 
One reason why America is so far behind Eng- 
land in solving the Housing problem for families 
of low income is that England long since real- 
ized that low cost houses can be built only if the 
costs of expensive bathrooms, central heat and 
electric lights are saved. Consequently, these con- 
veniences are eliminated. The houses are never- 
theless sanitary and healthful. When America 
realizes that these conveniences prevent low cost 
housing it will be for public opinion to decide 
just what it wants. How far will public opinion 
accept a reduction in the standard of living in 
housing by sacrificing certain conveniences in 
order that income may be available for a more 
adequate form of medical care to preserve 
health ? 

Turning finally to the medical care problem 
we find that the Technical Committee estimates 
an over-all cost of services to be furnished 
through health insurance or analogous public 
medical services, or both, at about 2.6 billion dol- 
lars a year for a population of 130,000,000. Thus, 
the average cost would be about $20 a person or 
$80 to $100 per family. The quality of service 
at such rates would no doubt differ somewhat 
from the highest personal service standards for 
which the medical profession stands. This dif- 
ference will probably be not so much in inferior 
service as in less individualized treatment. But 
even so it should result in large health gains to 
the masses. With limited total national wealth, 
limited markets for the sale of American goods, 
and a future national income already mortgaged 
to the repayment of large debts, we can not be 
choosers. A realistic approach to the total prob- 
lem indicates the necessity of sober facing of the 
probable facts of a stable standard of living. Such 


changes in the future standard of living as may 
occur will probably be by way of re-distribution 
of emphasis upon its elements. We shall have 
to make economies on refinements and niceties 
of living in order to secure adequate provision 
for the more important element of health. 


Will public opinion stand for such economies 
and redirection of individual and public ex- 
penditures? In my opinion, changes in medical 
care in the general direction of the recommenda- 
tions of the Technical Committee are as in- 
evitable as the trend to increased taxation at 
lower income levels. In making this judgment I 
rely in part upon certain facts of public opinion. 
These facts are drawn from the replies to the 
Institute of Public Opinion on certain health 
questions which newspapers have published but 
which are summarized in Harpers Magazine of 
October, 1938, page 551. “Do you favor the birth 
control movement?” Yes, 69 per cent in July, 
1937. “Do you think that there should be free 
treatment for all venereal patients regardless of 
their circumstances?” Yes, 77 per cent in May, 
1937. “Do you think Congress should appropriate 
money to aid States in fighting venereal disease ?” 
Yes, 86 per cent in May, 1938. “Would you be 
willing to pay higher taxes for this purpose?” 
Yes, 69 per cent in May, 1938. “Do you think 
the government should be responsible for pro- 
viding medical care for people who are unable 
to pay for it?” Yes, 81 per cent in June, 1938. 
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MINNESOTA MEDICAL LEGISLATION* 


J. A. A. BURNQUIST 
Attorney General of Minnesota 
Saint Paul, Minnesota 


8 leer first legislation that I have found per- 

taining to the practice of medicine in Min- 
nesota was enacted prior to the admission of the 
state into the Union. That was a measure passed 
in territorial days authorizing the formation of 
county medical societies. The theory was, I sup- 
pose, that those who could pass the examination 
required for entrance into such societies were 
qualified to practice medicine. The law, how- 
ever, provided that nothing therein contained 
should prevent the practice of physic and sur- 
gery. 

The use of the word “physic” reminds me of 
the doctor of that early period who in looking at 
the tombstones in the cemetery of his town said 
that considering the comparatively few buried 
there he felt that he had been quite successful, 
and added that throughout his entire medical ca- 
reer he had applied only three remedies: Bleed 
’em, Puke ’em, and Physic ’em. 

I don’t know exactly how far I can go in call- 
ing the attention of doctors to jokes of this 
nature, for about thirty years ago in Saint Paul 
I told a doctor friend of mine that I had recently 
heard a new definition of appendicitis. He asked, 
“What is that?” I answered, “A modern pain 
costing about $200 more than the old fashioned 
stomach ache.” As a result he gave me a rather 
heated and lengthy lecture on the subject of the 
appendix and appendicitis. So I wish to state at 
the outset of this discussion that if you encoun- 
ter any further attempt on my part to spring a 
joke, I hope you will not take it too seriously. 


Medical License Law 


The first law passed by this state requiring 
the practitioners of medicine to be licensed was 
in the year 1869. That law, however, was re- 
pealed in the following year, 1870, but thirteen 
years later in 1883 a new license law was passed 
which provided that the faculty of the medical 
department of the state university should con- 


stitute the board of medical examiners. Four 


*Part of Conference on Medical Problems at annual meeting 
of the Minnesota State Medical Association, Minneapolis, Min- 
nesota, June 2, 1939. 
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years later the law was amended so as to create 
a board of nine members to be appointed by the 
Governor, constituting the same number that the 
present law provides. In 1891 a statute was 
passed requiring that the unclaimed bodies of 
those dying in our state charitable institutions 
be distributed pro rata among the medical col- 
leges of the state, same to be done in proportion 
to the number of students enrolled therein. 


Naturopathic Law 


During the time that I was a member of the 
state legislature and since, attempts have fre- 
quently been made to authorize the practice of 
healing by others than the regularly licensed 
physicians. I remember that in 1909 the so- 
called “naturopaths” tried to secure the passage 
of a law permitting them to practice. One of my 
constituents came to my home and, evidently 
knowing the influence of a wife over her hus- 
band, tried to induce Mrs. Burnquist to order me 
to vote for that measure. He also saw me about ° 
it personally. Not to appear too antagonistic, I 
said to him, “Before I promise to vote for a 
measure of that kind I’ll have to hear the argu- 
ments on the subject. If I am convinced it’s a 
good law, I’ll vote for it. If on the other hand I 
find it’s a bad measure, I’ll have to vote against 
it.” When the bill came up for discussion, a Dr. 
J. R. Phillips of Northfield, who was then a 
member of the legislature, called the attention of 
the members of the house in a most convincing 
address to the dangers of the enactment of the 
proposed measure. So, I voted against it. 

A few days later I was riding home in the 
street car. The constituent who had wanted to 
practice “naturopathy” and had asked me to vote 
for the bill authorizing such practice saw me. 
He rushed to my seat to sit down beside me. 
Now, I said to myself, here is where I am going 
to be harshly criticized, but to my surprise he 
said, “You did the right thing in voting against 
that ‘naturopathic bill.’ We had raised three 
thousand dollars to get it passed, and before the 
vote was taken those engineering the bill came 
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around to get more money. You did the right 
thing.” 


Elevation of Professional Standards 


It is my understanding that the State Medical 
Association has devoted much time and energy, 
especially during the past decade, to elevate the 
standards and requirements for the practice of 
medicine. Minnesota as a result is one of the 
leading states in the country in the matter of leg- 
islation of this nature. There are of course in 
your profession, as in the profession of which 
I am a member, some who are so conservative as 
to desire no change. There are undoubtedly oth- 
ers, as in all professions, who violate the ethical 
standards established by both law and custom. 
In this connection I am reminded of the debate 
between a prominent English physician and a 
prominent English lawyer as to the merits of 
their respective professions. In the heat of the 
argument the noted doctor said to the famous 
lawyer, “You must admit at least that the legal 
profession doesn’t make angels out of men.” 
“No,” said the lawyer, “there is where you doc- 
tors are ahead of us.” 

Today, however, I think we will all gratefully 
admit that there are very few if any of our fam- 
ilies in which one or more members thereof 
would not now be living if it had not been for 
the discoveries and the skill of the medical pro- 
fession. We greatly appreciate the professional 
services that have been and are now being ren- 
dered by you, together with your activity in se- 
curing the enactment from time to time of high- 
er medical requirements for the practice of medi- 
cine within our state. 

The two most important statutes for the regu- 
lation of medical practice in Minnesota are the 
so-called Medical Act and the Basic Science law. 


Illegal Practice of Medicine 


The manner in which some of our people can 
be deceived through quacks and swindlers of 
every kind and description is remarkable. It is 
claimed that it costs this country through the ex- 
pense of all of its law enforcing agencies and 
the loss of property and life through fraud and 
crime approximately fifteen billions of dollars 
annually. In speaking of pretenders to medical 
skill, I remember an incident in an action against 
one of them tried some years ago in the court 
house in the city of St. Paul. The defendant, 
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who had become widely known as a healer and 
who resided at Somerset, Wisconsin, had been 
sued in Ramsey County for twenty-five thousand 
dollars by one of his patients because of an in- 
fection resulting from the application to his back 
of a plaster, the only remedy, as I understand it, 
that the alleged doctor ever applied. The health 
commissioner of St. Paul was on the witness 
stand. He was asked by the attorney for the 
plaintiff the following question: “Suppose,” he 
said, “a man has stomach trouble and he consults 
the defendant, who applies to his back a plaster 
consisting of turpentine, aloes and other ingre- 
dients. Is that of any benefit to the stomach ?” 
The doctor on the witness stand delayed his an- 
swer momentarily and then said, “Yes, I think it 
would be of some benefit. The patient’s back 
would pain him so much that he would forget all 
about his stomach.” 


The enforcement of the Medical Act and the 
Basic Science law is left mostly to the Minnesota 
State Board of Medical Examiners. Their work 
has been strongly supported by the Minnesota 
State Medical Association. The Medical Board 
has not only been active against unlicensed 
quacks and swindlers but also against those in 
the medical profession who are alleged to have 
violated the law. 


Minnesota Supreme Court Decision 


The case of State vs. Oredson, 96 Minn. 509, 
in construing the Medical Act passed to prevent 
quackery of the nature I have described, said: 


“The act is a beneficial one, and is entitled to a rea- 
sonable construction. Its purpose was not, as the 
counsel for the defendant insists, to merely make pre- 
scribing for a fee the offense; so that the defendant 
could have practiced medicine generally, could have 
held himself out to the world as a physician and sur- 
geon, could have examined patients, and inferentially 
could have operated upon them as a surgeon for pay, 
and yet would not have been guilty of a misdemeanor 
within the meaning of the act. On the contrary, its 
plain object was to prevent the public wrong of prac- 
ticing medicine without a license. The act was not 
enacted for the benefit of any profession or of any 
school or theory of medicine. It was designed to se- 
cure the public in whole and in every part from quacks, 
humbugs, and charlatans. masquerading under the 
venerable and honorable titles of surgeons, physicians, 
and doctors, and to protect the public in a just reliance 
upon the one using these titles as a man of proper 
education and sufficiently trained in the sciences in- 
volved. A> just enforcement of that act would tend 
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to prevent the most deplorable swindling of the ig- 
norant poor, who can least afford to pay for the lux- 
ury of deception, and who are most likely to be the 
dupes of ostensible practitioners, whose competency 
has not been determined by law, and whose moral de- 
ficiencies are evidenced by their false pretenses. The 
act is at once a statute of frauds and a health ordi- 
nance.” 


Care of Indigent 


In these days when the government is granting 
relief to such a great extent, I shall briefly refer 
to the medical legislation affecting this situation. 


Generally speaking, Minnesota has two plans 
or systems for the care of the indigent: the coun- 
ty system and the town system. Under the coun- 
ty plan one or more practicing doctors are to be 
appointed physicians of the poor and shall hold 
office during the pleasure of the board of county 
commissioners. If more than one be appointed, 
the order of appointment shall prescribe the dis- 
trict in which each shall act, and none shall be 
required to act outside of his district except in 
case of urgency. When directed by a member 
of the board or by the overseer, such physician 
shall attend upon and prescribe for any sick per- 
son in charge of the overseer, and also upon 
written direction of a member of the board shall 
attend upon and prescribe for any sick person 
who is entitled to receive support or relief from 
the county. If immediate treatment of any per- 
son who has been declared a county charge be 
required, any licensed physician who may pre- 
scribe for or treat him before the arrival of the 
county physician shall be paid therefor. He 
shall at once notify the county physician, who 
shall thereupon take charge of the case. 

Under the town plan, the law provides for 
the furnishing of “medical attedance” to those 
entitled to the same at the expense of the tax- 
payers. Legal provision is made for the ap- 
pointment of “a practicing physician to be phy- 
sician of the poor” within the town. 


County Welfare Board 


While these laws have not been repealed, the 
Legislature in 1937 created in each county a 
County Welfare Board, and, except in Ramsey, 
Hennepin and St. Louis counties, provided that 
this Welfare Board “shall be charged with the 
duties of administration of all forms of public 
assistance and public welfare, both of children 
and adults... .” 
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In addition, the 1937 Special Session of the 
Minnesota Legislature in the bill appropriating 
$11,100,000 for relief provided as follows: 


“All counties shall permit free choice of vendor to 
relief clients for relief orders, provided that the ven- 
dors thus chosen conform to the regulations of the 
Executive Council and of the responsible relief agency.” 


Under the expression “free choice of vendor” 
there was some doubt as to whether a recipient 
of relief could select his own physician. The at- 
torney general ruled in the affirmative, and in or- 
der to remove any doubt about the matter the 
1939 Legislature, in the bill appropriating $8,- 
750,000 for relief, provided that: 


“All recipients thereof shall be permitted free choice 
of vendor for services as well as supplies.” 


It is largely through the efforts of the Minne- 
sota State Medical Association that this so-called 
free choice of family physician has been obtained 
and preserved. The appointment in each county 
of a contact committee of three physicians who 
serve without compensation and to whom the 
County Welfare Board can refer all complaints 
in respect to medical service has proved to be 
very successful. 


Minnesota General Hospital 


Prior to 1935 there existed considerable con- 
fusion over the question of whether the so-called 
University Hospital was the only hospital at 
which an indigent person could be hospitalized. 
This was due to the wording of the sections 
of our statutes which provided that said hos- 
pital “shall be primarily and principally designed 
for the care of legal residents of Minnesota who 
are afflicted with a malady, deformity, or ail- 
ment of a nature which can probably be reme- 
died by hospital service and treatment and who 
are unable, financially, to secure such care. . . .” 

This law resulted in many County Boards re- 
quiring all operative cases of that nature to be 
sent to the University Hospital instead of being 
cared for at some local hospital. It was the opin- 
ion of the Minnesota State Medical Association 
that the Legislature could not have intended that 
all indigent cases be hospitalized at one institu- 
tion but rather had intended that the Minnesota 
General Hospital be considered as an adjunct 
of the University and primarily for the treatment 
of unusual cases, valuable from both a scientific 
and teaching point of view, as it was apparent 
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that this one hospital could not possibly handle 
all such indigent cases from the entire state. 


In 1935, therefore, the Legislature enacted a 
law authorizing the county board of any county 
to provide for the hospitalization of the indigent 
and afflicted residents of their county in the 
hospitals of their own communities or elsewhere 
within the State of Minnesota. 


Court Decision on Care of Indigent 


The Supreme Court of our state has written 
an opinion on the responsibility and liability of 
organized government to furnish and pay for 
medical care and hospitalization of an indigent 
person. In the case of Robbins vs. Town of 
Homer, 95 Minn. 201, the court said: 


“The county or town must provide for him as soon 
as may be. To decline this mandate of humanity and 
duty willfully by those upon whom it is imposed would 
subject such officials to prosecution for misconduct in 
office. 

“It is true that the obligations to provide for the 
poor are statutory. These, as we have indicated, are 
matters of regulation; but, where there can be no 
regulation from the very nature of the case, it must 
be that necessity will supersede the exercise of statu- 
tory authority, and immediate aid for the sick person 
should be furnished. . . . 

“It is true that ordinarily there must be a request 
from a person authorized to make the same to con- 
stitute a basis for contract liability, but there are some 
exceptions to this rule, as where a person lies under 
a moral and legal obligation to do an act, and another 
does it for him under such circumstances of urgent 
necessity that humanity and decency admit of no time 
for delay. Here the law will imply a promise to pay 
without proof that it has been made, when there was 
an expectation of reimbursement.” 


Occupational Diseases 


The need of further statistics showing the in- 
fluence of occupation upon disease and mortality 
was recognized in new legislation on this sub- 
ject by the last legislature. 

The Minnesota Workmen’s Compensation Law 
has been in effect for many years. It was en- 
acted to protect an injured workman in the 
event of an accident arising out of and in the 
course of his employment. This protection in- 
cludes medical and hospital care as well as com- 
pensation for his time lost. Ordinarily, the term 
“accident” does not include illness or disease 
unless connected therewith. The Legislature has 
therefore, from time to time, made certain so- 
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called “occupational diseases” compensable the 
same as though an accident had occurred. The 
idea has been to compensate a workman for an 
illness contracted on account of, or closely con- 
nected with, a particular type of work. 


Physicians’ Reports 


At the recent session of the Legislature there 
was enacted a law providing for a study of in- 
dividual cases to be reported to the State De- 
partment of Health by the members of the med- 
ical profession throughout the state. The new 
legal provision reads as follows: 


“Any physician having under his professional care 
any person whom he believes to be suffering from 
poisoning from lead, phosphorus, arsenic, brass, silica 
dust, carbon monoxide gas, wood alcohol or mercury 
or their compounds, or from anthrax or from com- 
pressed-air illness or any other disease, contracted as 
a result of the nature of the employment of such per- 
son, shall, within five days, mail to the state department 
of health a report, stating the name, address and oc- 
cupation of such patient, the name, address and busi- 
ness of his employer, the nature of the disease and 
such other information as may reasonably be re- 
quired by said department. The department shall pre- 
pare and furnish the physicians of this state suitable 
blanks for the reports herein required. No report 
made pursuant to the provisions of this section shall 
be admissible as evidence of the facts therein stated 
in any action at law or in any action under the work- 
men’s compensation act... .” 


Many physicians have had the experience of 
having spent much time and effort in treating a 
particular case and being under the impression 
that it was an “occupational disease” under the 
law, only to find out that it was not so listed, 
and then being unable to recover for their serv- 
ices. The purpose of the study is to determine 
a proper definition of the term “occupational dis- 
eases” and also to remedy certain conditions in 
industry that are conducive to their origin. 

The value of such a study will of course de- 
pend to a large extent on the active service of 
the medical profession and the thorough manner 
in which the cases are examined and reported. 


Psychopathic Personality Bill 


Another law of interest to the medical pro- 
fession passed at the last session of the Legis- 
lature is the act relating to persons alleged to 
have a psychopathic personality as therein de- 
fined. The county attorney, when satisfied a 
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good cause exists, is to prepare a petition to be 
executed by a person having knowledge of the 
facts and present the same to the probate court. 
The court shall then appoint two duly authorized 
doctors to assist in the examination of the “pa- 
tient.” If he is found to have such psychopathic 
personality, he shall be committed to some suit- 
able institution in accordance with the laws pro- 
viding for commitment of insane persons. 

A case involving the validity of the law is now 
pending in the Supreme Court. The relator seeks 
to prohibit the Probate Court of Ramsey County 
from proceeding in said action. The legal ques- 
tions involve the constitutional right of the legis- 
lature to give jurisdiction of such a matter to the 
Probate Court, personal guaranties under the 
state and federal constitutions, the indefiniteness 
of the act and the inclusion therein of provisions 
not embraced in its title. 

The examples above cited are but illustrative 
of the medical legislation heretofore and more 
recently enacted. From time to time new ideas 
have been and will be developed which may re- 
quire further legislation. After all, there should 
be no limit to the codperation between the gov- 
ernment and the medical profession in the en- 
actment of laws to prevent disease and to assist 
in the recovery of those who are ill. 

The medical profession has already done much 
to prolong the average length of human life, 


especially through the reduction in infant mor- 
tality. Those of us, however, who have now 
passed the half-century mark are anxiously look- 
ing to the medical profession to discover some 
new method of renewing the cells of the human 
body so that we can live on indefinitely. To at- 
tain that goal, up to date alleged to be impos- 
sible, or other new discoveries in medical science, 
legislation may be of some assistance. It may 
help through governmental appropriations in the 
matter of research and in other ways, but it is 
mainly upon the courage, the self sacrifice, the 
work and the infinite patience of members of the 
medical profession that we shall be obliged to 
depend for the bringing about of additional pre- 
vention and cure of disease and the lengthening 
of human life. 

Connected as I am with the office of Attorney 
General and its staff, which is charged with the 
duty of assistance in the enforcement of laws 
and in the giving of legal opinions to the State 
Medical and other boards, I wish to assure you 
that we desire at all times to codperate with you 
in every way that we can. We are anxious to 
assist in the promotion of the best interests of 
the medical profession and to enforce the laws 
pertaining thereto as well as to help draft and 
advocate the enactment of any new medical legis- 
lation that will be of benefit to you and to the 
State as a whole. 





PROFESSIONAL SERVICE AND THE PUBLIC TRUST* 


HON. HENRIK SHIPSTEAD 
United States Senator 
Minneapolis, Minnesota 


I AM deeply grateful to your officers for the 
honor of having the privilege of addressing 
you on this occasion. 

Let me state in the beginning’ that your views 
on the question of medicine and public health 
are more important to this convention and the 
general public than anything I might say. 

However, being in a position of responsibility 
where it may become my duty to deal with that 
subject in a legislative capacity, I take advantage 
of your hospitality to call to your attention cer- 
tain phases of this very important subject. 


*Part of Conference on Medical Problems at annual meeting 
of the Minnesota State Medical Asscciation, Minneapolis, Min- 
nesota, June 2, 1939. 


Octoser, 1939 


First, let me express my firm conviction that 
the program of medicine and public health should 
be carefully studied and approved by the medi- 
cal profession. Such program should be in the 
control of members of the medical profession 
rather than of laymen. 

Attention has been focussed in the past two or 
three years on the health conditions of our peo- 
ple and the deficiencies which exist in the pres- 
ent system of providing medical care. 

Public interest has to a large extent been stim- 
ulated by governmental, professional and other 
bodies, who, by means of widely-publicized stud- 
ies, have endeavored to show the extent of dis- 
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abling and preventable illness, and the medical 
facilities now available for the prevention and 
cure of disease. 

Results of some of these investigations have 
been open to question, for the health problem in- 
volves many factors which have too frequently 
been ignored. 

In one respect there has been general agree- 
ment. Good medical care should be available to 
all of our people. That there are needs which 
have not been met is readily admitted. 

A heated controversy, however, centers about 
methods by which existing deficiencies shall be 
corrected. 

On the one hand there are those who take the 
position that the health of the people is the con- 
cern of the Federal Government, and that both 
preventive and curative medical care should be 
provided all of our population, except those most 
favorably situated, through official agencies and 
largely at public expense. 

Opposed to this view is the equally positive 
group, among whom are the medical profession, 
who, while they agree that there is need for the 
expansion of the official public health services 
for the purpose of disease prevention and sub- 
sidized medical care for the indigent, are ada- 
mant in their belief that the Federal Govern- 
ment control in the field of curative medicine 
for the general population would result in regi- 
mentation and deterioration of the quality of 
medical service. 

One thing is apparent in this controversy. 
That is that the health problem is-not a purely 
medical one. As a matter of fact, it is just one 
phase of the maladjustment of our social and 
economic life. 

This being true, we might well be concerned 
with the implications of such legislation as the 
Wagner Health Bill, which by its provisions tac- 
itly admits that our present deplorable state of 
unemployment and consequent poverty must be 
regarded as something of a permanent nature. 

Are we ready to admit this? 

It is difficult to believe that the wealthiest na- 
tion on earth is ready to concede that it is unable 
to find a solution to its economic situation with- 
out resorting to regimentation of its people. 

Here is a challenge which must be met if the 
American way of life is to be preserved. 


In so far as the medical profession is con- 
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cerned, it has performed a great service to the 
people of this country. 

It is an accepted fact that the standards of 
medical practice in the United States are the 
highest in the world. The profession’s generosity 
in caring for the sick unable to pay for services 
rendered deserves the highest commendation. 

There has, however, been an apparent reluc- 
tance on the part of the medical profession to 
recognize that unusual times require unusual 
measures, and that under such conditions, exper- 
imentation in new methods of providing medical 
case is essential. 

It is, of course, true that change is not synony- 
mous with progress. On the other hand, there 
can be no justification for the position taken by 
some members of the profession that there is 
sanctity in status quo. It is heartening that this 
is being recognized by many medical organiza- 
tions throughout the country. 

Whatever methods are adopted to meet the 
health needs of the people, matters pertaining to 
medical practice should be under the control of 
physicians. Lay direction of physicians can re- 
sult only in inferior service. 


Although supporters of the Wagner Health 
Bill profess to agree with this view, no vast sys- 
tem of Government medicine can be inaugurated 
without control. 

If this bill became a law, physicians would in- 
evitably become subject to rules and regulations 
of federal and state bureaus. 


If we are in agreement thus far, it is clear that 
a heavy responsibility rests upon the medical pro- 
fession. Refusal to face the situation which now 
exists is not in accordance with the traditions of 
medicine. 

In the field of science physicians are constant- 
ly experimenting with new methods. It is their 
obligation now to do likewise in their social and 
economic relations with the public, the Govern- 
ment and others with whom they have profes- 
sional relations, without sacrificing those princi- 
ples which are in the public interest. 

We want to retain individual initiative and re- 
sponsibility in medical practice. We want to pre- 
serve the traditional relationship between pa- 
tient and physician. But we also desire that 
every person in this country, regardless of his 
financial status, receive the medical care he 
needs. 
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In my opinion, if Federal aid for the sick and 
needy is required, funds should be allocated 
among the states according to needs to be admin- 
istered by the states and local subdivisions ac- 
cording to needs and should be administered by 
a physician. 

Let me repeat that the present depression with 
its unemployment and widespread poverty has 
drawn attention to this problem of public health 
and medical needs of the people. 

Accordingly, I believe that the demand for 
public control of medicine is based on the theory 


that widespread poverty and unemployment has 
become a permanent fact in this country. 

With these premises I am not at at this time 
willing to agree. I believe that if we can get an 
honest agreement on what is a correct diagnosis 
of our social and economic ills, we can easily 
agree upon a remedy and restore this nation to 
economic social and political good health, so that 
the great majority of our population can again 
make their own living and pay for their medical 
treatment by being restored to a normal life and 
security. 





THE DOCTOR AND HIS PATIENT* 


GEORGE EARL, MLD. 
Saint Paul, Minnesota 


NCREASINGLY, there are conferences and 

interchanges of. opinion between the various 
groups interested in the problem of health. This 
is evidenced by the character of today’s pro- 
gram and the fact that we have representatives 
from the Public Health Service of the United 
States and Canada, a University Director of the 
Continuation Study, a member of the Catholic 
church representing the greatest voluntary hos- 
pital effort in our country, a member of the De- 
partment of Sociology of the University, the At- 
torney General of the State and a United States 
Senator. 

Out of many different viewpoints should come 
a clearer conception, not only of what is apt to 
happen politically but (and this is more impor- 
tant) of what is actually best in the interest of 
the health of a nation. 

The subject assigned to me, “The Doctor and 
His Patient,” lays the emphasis upon the fact 
that health is, like every other important issue 
in life, a personal matter. Just as there are no 
two fingerprints alike or even no two blades of 
grass alike, so there are no two people whose 
requirements for health are alike. In this, as in 
other things, each person is unique, different and 
set aside from every other individual in the 
world. The truth of this is evident in the fact 
that there is no single straight line in nature. 
Straight lines are man-made—bricks, diagrams, 
units of measurement, 


*President’s address at the 
lems at the annual meetin 
Association, Minneapolis, 


Octoser, 1939 


Conference on Medical Prob- 
of the Minnesota State Medical 
Minnesota, June 2, 1939. 


Both science and the personal equation are im- 
portant in the relationship between the doctor and 
his patient and at this Conference I would choose, 
when I say doctor, to embrace not narrowly the 
M.D. alone. The dentist, the technician, the 
social service worker, are also engaged in the 
problem of health, whether their title is that of 
M.D. or some other. 

It is the straight lines, figuratively speaking— 
that is, the science that man has developed, which 
has largely made our marvelous record in Min- 
nesota possible. This scientific progress in medi- 
cine has taken place in the last hundred years 
and has been coincident with the other marvelous 
scientific development as typified by the advance 
made in transportation from the oxcart to the 
airplane. I think in the minds of all the problem 
is, how best to adapt these benefits of science to 
the uses of the doctor and his patient. We recog- 
nize that the crux of any difference of opinion 
lies in the methods of making available to the 
low income groups the benefits of scientific medi- 
cine. The wealthy have always been able to se- 
cure these benefits and even today in any type 
of government domination of medicine through- 
out the world, the people of wealth stilt have 
their choice of medical advisor. 

For the indigent, or those unable to pay for 
medical care, the problem is more difficult. In 
Minnesota, at least, we doctors feel that the in- 
digent should be well provided for, and fur- 
thermore, that freedom to choose his physician is 
an essential part of the personal freedom of the 
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individual. I am sure that there is not one in 
this audience who does not regard free choice 
as the ideal arrangement and the arrangement 
which should be secured as far as possible for all. 

It would seem that one difficulty in the care 
of the indigent is the problem of securing suf- 
ficient money from taxation to provide more ade- 
quate facilities and still keep the proper balance 
between the amount of money which should be 
assigned for the use of the knife, for drugs, for 
hospitalization, for strictly medical services and 
for the needs of life that are not strictly med- 
ical. To assume that all can be accomplished 
by the handing out of drugs or the use of the 
knife is thoroughly unscientific. 

Surely, food, clothing, housing, and all the 
factors entering into human health and happi- 
ness also are necessary. To meet all these needs 
only a certain amount of tax money is avail- 
able at any given time, and good judgment must 
be used in its proper distribution. 

We think that Minnesota has taken a lead 
in its attack on the general problem of health. 
We submit as evidence the results already accom- 
plished. The United States leads all the coun- 
tries in the world, according to international 
health records, in the control of infectious dis- 
eases, and in the reduction of infant and mater- 
nal mortality. Minnesota is in the top rank 
among the states of the union, judged by every 
possible health measurement. 

In Minnesota, the first health worker was 
probably some mother or neighbor. But the 
doctors soon came and the midwives and nurses. 
After them came the hosiptals and, it is interest- 
ing to note that the first hospital, St. Joseph’s, 
established in St. Paul in the 1850’s, was volun- 
tary and that it preceded the tax-supported in- 
stitutions by a couple of decades. The second 
hospital, St. Luke’s, was another voluntary ef- 
fort. 

Private medical schools were established in 
both St. Paul and Minneapolis, later combining 
to form the nucleus of our present great Uni- 
versity Medical School. Note the first efforts at 
medical education were privately supported, not 
tax-supported. Standards developed, legislation 
regulating such standards and the practice of 
medicine came into existence, and today, with 
the Medical Licensure Act, the Basic Science 
Law, with the educational standards required, 
Minnesota is justly proud of her achievement. 
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Our Public Health officers, the local and state 
boards of health in Minnesota, have had a large 
share in Minnesota ’s marvelous progress. The 
State Board of Health with its extended activ- 
ities is making available to the doctor and his 
patient the benefits of modern scientific research 
in preventing disease. Its aid in the diagnosis 
and treatment of syphilis and pneumonia should 
be mentioned as examples of the extension of 
public health activity and of the unusual de- 
gree of cooperation existing between the gov- 
ernment officials and the practicing profession 
here. 

We have,. in Minnesota, a large number of 
tax-supported institutions for the mentally de- 
ficient, and also a large number of tax-supported 
institutions, not only for the indigent, but for 
care of chronic diseases requiring hospitalization 
and care beyond the reach of the low or even 
the average income group. It is interesting to 
note that it was the practicing medical profes- 
sion which first suggested and aided in the de- 
velopment of these tax-supported institutions. 
Our state institution for crippled children pro- 
vides an instance. It was a private practitioner 
who planned the hospital and appealed to the 
legislature for funds. The practicing physicians 
believe in the proper care of the indigent and of 
the low income group. 

The availability of medical care for the low 
income group has been the crux of the Confer- 
ence today. If State Medicine were to be adopted 
for the low income group, leaving out the actual 
indigent, it would affect the majority of the 
people of Minnesota, the people who, through 
direct and more largely through indirect taxa- 
tion, would have to face the burden of increased 
government spending. 

It is estimated that if State Medicine were to 
be made available on this scale the gross taxes 
paid in the State of Minnesota would have to be 
doubled over the present rate. This is an esti- 
mate, of course, not a statement of fact. At any 
rate, it is agreed that to institute such a pro- 
cedure would mean an increased burden. Only 
the future could tell the ultimate size of that 
burden. 

This matter of taxes is a very important thing, 
especially when we remember that by establish- 
ing State Medicine we would only provide for 
medical care. The question arises as to what ad- 
vantage would come if housing, food, clothing, 
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and all of the other basic factors were neglected. 
The old adage is true that for every advantage 
there is bound to be some corresponding disad- 
vantage. Often the best progress comes from 
more slowly evolving change, an evolution that 
will not upset basically the system that has 
placed Minnesota, with a proper balance of state 
and private practice, in the top ranks of all the 
states in the Union. 

State Medicine is not synonomous with de- 
mocracy as we understand it in this country. 
It was developed first in countries that were 
neither liberal nor democratic in our sense. 
Some of them are now most definitely undemo- 
cratic. History records the rise and fall of many 
civilizations and it is interesting to note that at 
the time of the decadence of each, governments 
were taking an ever increasing part as com- 
pared with voluntary effort. 

All of us could produce some arguments for 
complete state dispensation of medical care mak- 
ing it available without cost to the entire nation. 
Individual instances where a mother would not 
have been neglected and where a child’s life 
would have been saved undoubtedly occur and 
they have an emotional appeal. We must not, 
however, allow isolated instances to rob us of 
reasonable thinking upon the question at issue. 

We believe that there is available to the peo- 
ple of Minnesota, through our tax-supported in- 
stitutions, through our public health service, 
state and local, through our University, and 
through our practicing physicians and their pro- 
fessional allies, including the hospitals, reason- 
ably adequate medical care and as compared with 
other vital factors influencing the health and hap- 
piness of the people of the state, we believe that 
medical care is more adequate in proportion 
than are those other factors. 

We believe that the public of Minnesota still 
wants, on the whole, free choice of medical care. 
We believe that in Minnesota we have a proper 
balance between the tax-supported medical care 
and voluntary effort. We know we have a fine 
spirit of codperation between the University, the 
State Board of Health, the State institutions and 
their managements on the one hand and the prac- 
ticing physicians, on the other. Increasingly, 
this codperation is placing in the hands of the 
doctor of the patient’s choice, facilities to keep 
up with the march of progress and to maintain 
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Minnesota in her present point of leadership. 

There is one phase of development that the 
practicing profession of Minnesota is studying 
in behalf of the patients: that is the question 
of insurance. Insurance for hospital and medical 
care is attracting a justly deserved interest. The 
patient already recognizes the need for insur- 
ance against fire, accident, life and to some de- 
gree against illness. We are essentially a nation 
of premium payers and instalment buyers to 
such an extent that a major illness often leaves 
the low income group without funds for the 
care of the always unexpected and often sudden 
illness. By taking just a little out of the monthly 
income to take care of a premium, the same as 
is done for other emergencies of life, it may be 
possible for people to insure themselves against 
sickness on a voluntary basis just as they do for 
other emergencies. It may be that for low in- 
come groups and even for average income 
groups, adequate medical care can be made avail- 
able in our state on sensible, business-like pre- 
payment plans on the same principle that people 
buy a home and provide for other types of in- 
surance. 

Hospital insurance in various forms is well 
underway. The problem of insurance for medical 
care is more difficult because, as we have stressed 
repeatedly, of the personal equation. Experi- 
ments are being tried by the profession in many 
other localities. So far, we have been observing 
and studying these experiments. 


What is the proper balance between tax-sup- 
ported medical care and voluntary medical care? 
We believe that, as far as possible, voluntary ef- 
forts should be encouraged and that the tax-sup- 
ported activities should supplement them so as 
to make available increased aids which the doc- 
tor of the patient’s choice can render, realizing 
the reasonable limitations involved. We believe 
the continuance of private initiative and control 
of all activities is fundamental, and that the state 
should assist rather than dominate the various 
fields of life. 

Judging from the progress of history, we 
question whether the state should assume a total- 
itarian attitude toward the protection of health. 
If government gets control of business and the 
professions, history indicates that it is apt to 
step up to the control of our personal life, and 
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even of our religious beliefs. Immediate advan- 
tages often have an emotional appeal and result 
in changes that in the end are not in the best in- 
terests even of the contemporary generation. If, 
in the past, in the rise and fall of ancient and 
modern civilizations, it has often been voluntary 
effort which has introduced sound legislation, 
good health care, real business progress, moral 


and religious advancement, is it not of prime im- 
portance that these voluntary efforts continue 
to be encouraged and that we do not lose sight 
of a proper balance between voluntary and gov- 
ernmental activities? In spite of economic de- 
pression and unusual world conditions, Minne- 


sota, where that balance has been good, has a . 


most enviable position. 





° CASE REPORTS + 





LARGE OVARIAN CYST 


O. A. OLSON, MLD. 
Minneapolis, Minnesota 


VARIAN cysts are the most common tumors 
within the pelvis. As a rule they do not develop 
papillary growths and do not become malignant. They 
are thought to develop out of the fetal remnants of the 
Wolffian ducts. As stated by Goodall, “The study of 
comparative and human embryology has shown that the 
female of the species is a rung higher than the male in 
the developmental ladder.” During early fetal develop- 
ment the ovary is a replica of the testicle and at a 
certain age the two are undistinguishable. The more 
highly organized and differentiated a tissue becomes, 
the more apt it is to contain fetal remnants of un- 
absorbed structures. The more highly developed ovary 
contains the remains of the developmental stages 
through which it has passed in its embryonic growth, 
following the law that what is fixed in the lower 
species becomes transitory in the higher. The human 
ovary, in addition to the tumor potentiality of its 
own, has the additional risk that anything of testicu- 
lar origin that remains in the ovary as functionless 
tissue, may be awakened into tumor formation after 
years of latency by process of nutritional changes. 
Paraovarian cysts usually occur in middle life. 
Many of them rupture spontaneously and are absorbed 
while others continue to grow and often give rise to 
interabdominal emergencies, such as toxemia, shock 
due to torsion of the pedicle and hemorrhage. 


Case Report 


Mrs. B. K. for many years had noticed that her 
abdomen was large. During the past six years it 
seemed to enlarge more rapidly and an umbilical hernia 
developed which she thinks was due to coughing. One 
year ago she was examined by a physician and told 
that she had a tumor. She then weighed 170 pounds. 
This tumor continued to grow until it was difficult 
ee her to walk and she had severe backache when in 
ed. 

She was fifty-two years of age, married, and upon 
admittance to the hospital on April 16, 1939, was well 
nourished and weighed 200 pounds. She had never 
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Fig. 1. Fig. 2. 


been pregnant. Laboratory examinations were negative. 
Blood pressure was 110/80; Wassermann negative; 
heart and lungs negative. She had a very large cystic 
tumor, which due to its size, caused her a great deal of 
abdominal distress (Figures 1 and 2). 

She was operated on April 17, 1939, under combined 
local and gas anesthesia. An incision extending from 
the umbilicus to the pubis was made under local in- 
filtration and several gallons of chocolate-colored fluid 
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were aspirated. The collapsed cyst was attached to 
the left broad ligament by a pedicle as large as one’s 
wrist. The pedicle was ligated, the collapsed cyst 
delivered without difficulty, and the abdomen was closed 
in layers. She did not suffer shock. After three or 
four days she developed paresis of the bowels. With 
the use of nasal suction, high enemas and a tight 
bandage to compress the abdomen, she made a good 
recovery and left the hospital May 6, 1939. The tumor 
removed and its contents weighed forty-eight pounds. 


Pathological report: Macroscopic: Ovarian cyst, 


filled with reddish-brown fluid. No hard masses. 
Microscopic: Sections of portions of cyst wall show 
no irregularity of the epithelium. 

Microscopic diagnosis: Multiocular cyst. 

This case is of interest, not because it presents any- 
thing new, but because of the enormous size of the 
cyst. In these times, a person living in a large city 
in the midst of highly organized governmental uplift 
must have considerable ingenuity to be able to escape 
medical attention for se long a time. 





BILIARY OBSTRUCTION IN THE NEWBORN WITH RECOVERY* 


ROBERT H. ALWAY, M.D., and ERLING S. PLATOU, M.D. 
l..aneapolis, Minnesota 


ASES of biliary obstruction in the newborn have 

been reported since 1891. John Thompson of 
Edinburgh, in 1892, presented a complete summary of 
the cases thus far reported, bringing the total number 
to fifty. In 1901, Rolleston and Hayne reported ten 
more cases and in 1911, Howard and Wollbach pre- 
sented fourteen additional cases of congenital biliary 
obstruction. W. E. Ladd, in 1928, reported a series of 
forty-five patients, on fifteen of whom he had operated. 
Nine of the fifteen survived. All of the thirty unoper- 
ated patients died as a result of the biliary obstruction. 
Those who have reported cases of congenital biliary 
obstruction state that without surgical intervention 
there is 100 per cent mortality. The case which we 
report is that of an infant whom we believe had a com- 
plete biliary obstruction and who is living and well 
now at his present age of eleven months. 


W. McC., male, ten weeks old, was admitted to the 
hospital July 25, 1938, because of jaundice and failure 
to gain weight. He was born three weeks prematurely 
following the normal first pregnancy of a thirty-two 
year old mother. Both parents are healthy and have 
negative serology. There was no history of jaundice 
in infancy in either family. The birth weight was five 
pounds and thirteen ounces. The placenta, vernix and 
general physical examination were reported normal, but 
on the second day after birth jaundice was noted in 
the infant. This became progressively more intense 
and shortly before admission assumed a deep greenish 
hue. Birth weight was not regained for five weeks and 
at ten weeks the infant’s weight was seven pounds 
and twelve ounces. The stools, which were passed 
three to four times daily, were described as having 
been “greasy and almost white” since birth. The urine 
was said to be dark yellow and “foamy.” During the 
first five weeks he was breast fed; for the next two 
weeks he received one-half to two-thirds raw milk 
and dextri-maltose and thereafter evaporated milk 
and Karo. In the week prior to admission the infant 
became listless, had frequent emeses and often refused 
its feedings. Tremor of the arms and legs was noticed 
prior to admission but at no time was any temperature 
elevation discovered. 

When admitted to the hospital the baby appeared 
greenish yellow in color, had a marked loss of muscle 


*Read at monthly meeting, 
Minnesota, April 1, 1939. 
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Abbott Hospital, Minneapolis, 


turgor and moderate dehydration. The deeply icteric 
skin presented no petechiz, purpura or other lesions. 
The eyes were expressionless, with deeply stained 
sclere. The nose, throat, ears, heart and lungs were 
found normal. The liver was enlarged and firm, the 
edge being 4 cm. below the costal margin in the mid- 
clavicular line. The spleen was palpable but not large. 
Neurologically there was nothing abnormal noted. The 
striking physical signs were the jaundice and the 
athrepsia. The stools were acholic and the urine stained 
the diaper a deep brownish yellow. The temperature 
was normal and cultures of blood and urine were 
sterile. No evidence of infection could be found. 

On admission the hemoglobin was 60 per cent, leu- 
kocyte count 12,000, with a differential of: neutrophils 
34 per cent, lymphocytes 63 per cent, monocytes 2 
per cent, basophil 1 per cent. The reticulocyte count 
was 1 per cent. Erythrocyte fragility was normal. No 
erythroblastosis was found at the time of admission or 
in subsequent examinations. The bleeding time was 
four minutes and clothing time four minutes and thirty 
seconds. Icterus index was 52 and the van den Bergh 
reaction was prompt direct. On two occasions a four 
day stool specimen showed no bile pigment. Micro- 
scopic examination of the stool with fat stain showed 
the greater portion to be fat globules. Urinalyses 
were negative except for the presence of urobilin. Both 
Mantoux and Wassermann tests were negative. 

During the seventy-eight day period of hospitalization 
the infant had several attacks of fever and diarrhea 
and was almost moribund at times. The infant had 
alternate periods of deep jaundice, during which the 
stools were moderately firm, and periods of severe 
diarrhea with slightly less jaundice. The treatment was 
principally dietary. The diet consisted of low fat or 
fat-free milk with calcium caseinate plus large doses of 
synthetic vitamins. Apple powder, when added to the 
formula, was strikingly effective in controlling the diar- 
rhea. Five transfusions of about 50 c.c. each were 
given and intravenous glucose and parenteral fluids 
were administered as indicated. Several times during 
the hospital course surgical intervention was considered, 
but the infant’s condition positively denied us such a 
risk. Toward the latter part of his hospitalization the 
dietary problem abated somewhat and banana and 
cereal were tolerated. About this time the jaundice 
lessened in degree, the stools became yellow and a four 
day stool specimen showed an average of 700 mgm. 
of urobilinogen per day. The infant was discharged 
on September 10, 1938, weighing eleven pounds and 
fourteen ounces. The jaundice had disappeared almost 
completely, feedings were tolerated well and the diar- 
rhea cleared up. 


707 











Inasmuch as congenital obstruction or obliteration of 
the biliary tract is a relatively rare condition it is neces- 
sary to first rule out the usual causes of jaundice’ in 
infants. Those especially considered were icterus 
neonatorum, congenital syphilis, erythroblastosis fetalis 
or icterus gravis, icterus associated with hemolytic 
sepsis and acute catarrhal jaundice. 

Congenital syphilis may be ruled out by the Wasser- 
mann reaction and radiographs of the long bones. Also, 
after four to six weeks the chance of error is not 
great. 

Icterus resulting from hemolytic sepsis may be asso- 
ciated with an enlargement of the liver but is not 
usually accompanied by biliuria, acholic stools, a 
progressively increasing jaundice and high icterus 
index. 

Erythroblastosis fetalis simulates the clinical pic- 
ture of biliary obstruction. The jaundice is of like 
intensity and in addition to hepatomegaly there is 
usually a definite enlargement of the spleen. In these 
cases a golden vernix caseosa and an hypertrophied 
placenta are frequently noted at the time of delivery. 
The van den Bergh reaction is usually biphasic. The 
principle diagnostic feature is the presence of an in- 
creased number of erythroblasts on successive blood 
examinations. Erythroblastosis fetalis has a very high 
mortality in the first few days or weeks of life, 
consequently its differentiation from biliary malforma- 
tions becomes easier with the passage of time. 

In his previously mentioned study of forty-five cases 
of congenital obstruction of the bile ducts, Ladd states 
that the malformation may vary widely both in type 
and degree. There may be no extra-hepatic ducts. 
There may be atresia of the hepatic ducts or the com- 





CASE REPORTS 






mon duct. Partially biliary obstruction follows stenosis 
with narrowing of the common bile duct. Complete 
obstruction may result from the plugging of a stenosed 
common duct with inspissated bile. 

Ladd gives the following clinical picture, findings 
and course. Jaundice may be present shortly after 
birth but is usually not marked until the second or 
third week. It becomes more intense in the second 
month. The color of the skin is greenish-yellow rather 
than the marked yellow as seen in biliary obstruction 
in adults. The stools are acholic as a rule, but may 
at times give a positive test for bile or show gross 
evidence of bile because the bilirubinemia produces 
staining of the intestinal mucosa. The urine is dark 
and gives a positive test for bile. The icterus index 
usually ranges from 50 to 200, varying from day to 
day and patient to patient. There is no erythroblastosis 
and the erythrocyte fragility is not abnormal. The 
striking features are the general icterus and the en- 
larged, firm-edged liver. 

When the diagnosis is established, surgery is indi- 
cated, for 100 per cent mortality is to be expected, 
usually within four and one-half months. The excep- 
tion to this is in the passage of a plug of inspissated 
bile in a case with stenosis but without atresia. 

On the basis of the picture of complete biliary ob- 
struction, the long duration of the jaundice, absence of 
signs of syphilis, no signs of hemolytic sepsis and 
negative family history, we concluded that this was 
probably a case of congenital biliary obstruction. In 
view of the favorable outcome of this case we present 
it as a probable congenital biliary obstruction, result- 
ing from plugging of a stenosed common bile duct 
with inspissated bile. 





1,2,3,4 


ITHIN the past ten years, various authors 
have been reporting small series of cases and iso- 
lated cases of so-called glomus tumor, originally de- 
scribed by Masson® in the French literature in 1924 


under the name of “arterial angio-neuromyoma.” He 
also used the term “glomus tumor” because of the sim- 
ilarity of these tumors to the glomus coccygeum of 
Luschka. I have found no report of this type of case 
from Minnesota and therefore wish to briefly report 
a case from Duluth. 


The patient was a woman sixty-six years of age 
complaining of a very sore finger, present for the past 
— The base of the nail of the left ring finger had 

een very sensitive, almost incapacitating her at times. 
Otherwise she felt well and was normally very active. 

Examination revealed a purplish elevation at the 
base of the nail of the left ring finger, involving the 
skin, cuticle, and base of the nail. The swelling was 
in the midline, purplish in color, and felt fluctuant, giv- 
ing the impression of retained fluid. The nail itself 
was eroded over this area and the distal portion of 
the nail was irregular and ridged. There was much 
pain on pressure over the swelling which was approx- 
imately 5 mm. in diameter. 

My first impression was that this was a chronic gran- 
ulomatous infection, with abscess formation. Under 
local anesthesia, the swelling was incised; no pus or 
serum escaped, but there was profuse bleeding. After 
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SUBUNGUAL GLOMUS TUMOR 


SELMA C. MUELLER, MLD. 
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a week of observation and conservative treatment, in- 
cluding x-ray therapy and wet dressings, the appar- 
ently fluctuant mass had not diminished in size. There- 
fore, it was deemed best to perform a biopsy. Under 
nitrous-oxide anesthesia it was found that the affected 
area could be cleanly peeled out of its situation, leaving 
a smooth clean cavity about 5 mm. in diameter. This 
was packed with iodoform gauze and subsequently healed 
completely. The tumor consisted of a soft, friable, vas- 
cular tissue. It was sent to Dr. Wells, pathologist at 
St. Luke’s Hospital, who made a diagnosis of “glomus 
tumor” from the microscopic sections. 

Masson,’ in 1924, first described peculiar small sub- 
ungual tumors which he believed were related to ar- 
terio-venous anastomoses. Because of their resem- 
blance to the gland of Luschka, or the glomus coc- 
cygeum, he called these tumors “glomic tumors”; also 
“arterial angio-neuro-myomas.” It is probable that these 
tumors arise from the arterio-venous anastomoses nor- 
mally found in the fingers and toes, nail beds, thenar 
and hypothenar eminences and soles of the feet. These 
structures have been beautifully described and presented 
in detail by Popoff.. According to him, they arise from 
the preterminal subcutaneous arteries, and have a com- 
plicated structure and probably an important function 
in = regulation of the extremities and of the entire 
body. 

The glomus tumors are usually small (less than 1 
cm. in diameter), and most frequently located in the 
subungual region, but are also found in the finger pads, 
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BIOGRAPHIES 


Thomas Chatterton Schell 


Dr. Thomas C. Schell was an Englishman by birth, having been born in the 
Isle of Wight in 1823. He studied medicine with Dr. W. W. Mathews as pre- 
ceptor at Rochester, New York, and practiced there for four years, then at 
Detroit, Michigan, and later at Genesco, New York, for four years. He then 
received an appointment to the Marine Hospital, Sandwich Islands, where he 
remained two years. He practiced for a brief period thereafter in Lockport and 
New York City. In 1859, he came to Saint Paul. On his arrival he looked the 
field over carefully and found the regular physicians were well established and 
able men, while the homeopathic physicians were rather a poor lot. Being an 
opportunist he announced himself a convert to homeopathy and was received 
by that cult with open arms. The regular profession twitted him for his du- 
plicity, to which he replied that what was good for his pocketbook was good 
for his patients. 

Doctor Schell was not a man of great ability, but soon established a large 
practice. He was very fond of the good things of life. He got drunk regularly 
every day at one o’clock and told his patients so, advising them to call him in 
the morning as he could not make calls in the afternoon. He died in Saint Paul 
in 1883. His wife, whom he married in Saint Paul, survived him many years 
and resided in Saint Paul till the time of her death. 


Charles Eastwick Smith 


Dr. C. E. Smith was born at Blossburg, Pennsylvania, on February 14, 1843, 
and received his medical education at the University of Pennsylvania as did his 
father and son. He came to Saint Paul with his parents in 1855 and graduated 
in medicine in 1865. As a student, he went to Gettysburg and was appointed 
acting assistant surgeon in the army. He told the writer that he saw and did 
enough surgery during those few days to last him the rest of his life. At differ- 
ent times, he was city and county physician and deputy coroner. He also taught 
in the Saint Paul School for Medical Instruction, the Saint Paul Medical School 
and the College of Physicians and Surgeons, of Minneapolis, and was one of the 
medical faculty of the University of Minnesota when that body was an exam- 
ining board only. 

Doctor Smith was a quiet undemonstrative man with a good mind and educa- 
tion, skillful in diagnosis and treatment. He retired from practice in 1911 and 
was an invalid during his last years. He died in Saint Paul, January 10, 1928. 


Octoser, 1939 

























HISTORY OF MEDICINE IN MINNESOTA 


The Smiths, father, son and grandson, had their office on the corner of Fourth 
and Market Streets for fifty-six years. In 1872, Dr. F. R. Smith built a small 
brick building on the corner for an office and it was occupied till 1911 when Dr. 
C. E. Smith retired from practice. 


E. Herman Smith 


Dr. E. Herman Smith died at his home in New Canaan, Connecticut, in the 
twenty-ninth year of his age, in 1871, of pulmonary tuberculosis. He was a 
graduate of the College of Physicians and Surgeons of New York and follow- 
ing his graduation was interne at Bellevue Hospital. He came to Saint Paul 
in 1868 in the hope that the climate would benefit him. He was the first mem- 
ber of the Ramsey County Medical Society to pass away. Being a young man 
and in wretched health he did not acquire a large practice nor was he capable 
of attending to one. His ability, however, was recognized by the profession as 
above the average and his personality was such that he made firm friends. He 
was one of the founders of the Ramsey County Society and was made secre- 
tary of the State Association at the time of its organization in 1869. 


Franklin Rushton Smith 


Dr. Franklin R. Smith, son of Charles Eastwick Smith and Mary Ogden, 
was born on his father’s farm near Burlington, New Jersey, on February 19, 
1809. The family home, however, was on New Street, Philadelphia. Charles 
Eastwick Smith was a druggist and raised castor plants on his farm, making 
cold pressed castor oil from the beans and is said to have been the first in the 
country to do so. John Wyeth was an apprentice in his apothecary shop in 
Philadelphia and later bought the business and today the outcome of that ven- 
ture is John Wyeth and Sons. 

I’. R. Smith was a graduate of the Philadelphia School of Pharmacy and be- 
fore graduation was apprenticed to an apothecary as was the custom at that 
time, and later was assistant to George B. Wood, Professor of Pharmacy at 
the University of Pennsylvania. He was also apothecary to the Pennsylvania 
Hospital in 1829-1831. He graduated in medicine at the University of Pennsyl- 
vania in 1838 and the same year married Mary Guest. He practiced first at 
Blossburg, Tioga County, Pennsylvania, and in 1844 moved to Bellefont, but 
finding country practice there too arduous because of the mountains, went to 
Easton, Pennsylvania. He came to Saint Paul in 1855 and began practice at 
Fourth and Market Streets. He retired from practice in 1879 and died at Ft. 
Adams, Rhode Island, on August 5, 1892, while visiting his eldest son. 

Franklin R. Smith was a Quaker, as was his wife, the latter always ad- 
hering to the Quaker manner of dress. Doctor Smith did not intend to prac- 
tice medicine in Saint Paul on his arrival, but could not remain idle and it was 
fortunate he began when he did as the panic of 1857 destroyed all his savings, 
and for some years after that the struggle for existence for him and his family 
was a strenuous one. He was probably in his time the most respected physician 
in Saint Paul. His fellow practitioners honored him for his sound advice, hon- 
esty and straightforwardness. Doctor Flagg said he was the salt of the earth 
and the best obstetrician of his period in Saint Paul. He was the father of 
Dr. Charles Eastwick Smith who graduated from the University of Pennsyl- 
vamia in 1865, and grandfather of Charles Eastwick Smith, who graduated in 
1908. 
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John Steele 


Dr. John Steele came to Saint Paul in 1855 from Strasburgh, Pennsylvania, 
where he had practiced medicine since 1831, the year he received his degree 
from Jefferson Medical College. He was born in Chester County, Pennsylvania, 
in 1809, and died in Saint Paul, December 11, 1885. Dr. Steele retired from 
the practice of medicine about 1882. He had devoted much of the latter years 
of his life in caring for his business ventures and was prominently identified 
with the growth and development of the city. He was a member of the City 
Council from 1861 to 1865 and again from 1869 to 1872. Doctor Steele was 
treasurer of the Saint Paul Academy of Medicine and Surgery during the life 
of that society, and one of the original members of the Ramsey County Medical 
Society. Doctors Steele, Potts, and Brisbine were considerably older than their 
contemporaries, and were looked upon by the younger men as somewhat old- 
fashioned practitioners. Doctor Steele was a brother of Franklin Steele, one 


of the early settlers of this territory. Dr. John Steele Abbott of Saint Paul is his 
grandson. 


Jacob Henry Stewart 


Dr. J. H. Stewart came to Saint Paul in 1855, a slender, auburn haired, young 
man and almost immediately became popular with all classes. He made friends 
readily and had a pleasant word for everybody. These qualities were of great 
value to him professionally and in politics to which he devoted rather more 
energy than to his profession, though he had a large practice. 

Doctor Stewart’s first offices were that of president of the newly organized 
Y.M.C.A. in 1856-1857 and county physician in 1856-1857. He also was Sen- 
ator in the Second State Legislature 1859-1860,and Surgeon-General of the 
state, 1857-1863. In 1861, when the First Minnesota Infantry was organized, 
Doctor Stewart was commissioned Surgeon on April 29, and went to the front 
with that regiment. He, with Doctor Le Boutilliere, remained on the field to 
care for the wounded after the rout of Bull Run, and were taken prisoners 
but allowed to retain their side arms by General Beauregard. Later, both were 
paroled and assigned to a skeleton regiment. Doctor Stewart saw no more 
active service. 

In 1864, he was elected Mayor of Saint Paul and the following year was 
appointed Postmaster, holding that position for five years. In 1869, he was 
again elected Mayor and reélected in 1871 and 1873. From 1877 to 1879, he 
was Representative in Congress from this district. From 1880 to 1884, the 
firm of Stewart and Wheaton (C.A.) held the office of city physician. Doctor 
Stewart was born in Clermont, New York, January 15, 1829, and died in Saint 
Paul, August 25, 1884. He graduated in medicine in 1851 from the University 
Medical College of New York, and practiced in Peekskill on the Hudson be- 
fore coming to Saint Paul. The late Dr. Jay Stewart was his son. 


Alexander Johnston Stone 


Dr. Alexander J. Stone was born in Augusta, Maine, September 7, 1845, and 
died in Saint Paul, July 16, 1910. He received his medical degree from Berk- 
shire Medical College in 1867, and after some time studying abroad became as- 
sistant to Dr. Horatio R. Storer of Boston. In 1868, he located in Stillwater and 
in 1870 came to Saint Paul. Doctgr Stone was a gifted man in many respects, 
a skillful operator, widely informed, and had an unusually happy facility of 
expressing his ideas on professional, social and political subjects. Kindness, 
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charity and social graces were all his—a gentleman by instinct and by inher- 
itance. The writer does not feel that he is equal to the task of eulogizing this 
gifted man. It was a pleasure to know him. 


The profession is indebted to Doctor Stone for the beginning of medical edu- 
cation and journalism in this state. He served as president of the State Med- 
ical Association, of the Association of Medical Editors, of the Association of 
Military Surgeons, and was vice president of the American Medical Associa- 
tion. At the time of his death he was Surgeon General of the state. In 1887, 
the Iowa State University conferred upon him the degree of Doctor of Laws. 
He served Saint Paul as Commissioner of Health and established at that time 
the bacteriological laboratory of the department. He also served on the State 
Board of Health. He was the first physician in Saint Paul and one of the first 
in the country to specialize in gynecology. It has been said that Doctor Stone 
did not know the value of money but did know a good horse. He had a Dupuy- 
tren’s contraction of the fingers of both hands and congenital dislocation of 
both hips, which last he concealed by always wearing a frock coat. This de- 
formity gave him a very slow and dignified gait. 


William Wilson Sweney 


Dr. William W. Sweney was born at Milton, Northumberland County, Penn- 
sylvania, December 18, 1818. The family moved to Illinois in 1836, and, in 
1844, he with his father and brothers published the Galena Sentinal. In 1847, 
he commenced the study of medicine with Dr. A. B. Hull of Marietta, Illinois. 
Dr. J. H. Murphy was a fellow student in the same office. After three years of 
study he came to Saint Paul for his health and stayed there till he left to attend 
Rush Medical College where he received his diploma in 1851. In 1852, he moved 
to Red Wing where he lived to the time of his death, August 12, 1882. 


Doctor Sweney was president of the State Medical Association in 1873. Sev- 
eral papers by him may be found in the Northwestern Medical and Surgical 
Journal, and in the early reports of the State Board of Health, and are of con- 
siderable interest. He was a member of the State Legislature (session of 1858) 
and for many years a member of the Red Wing City Council. He was much 
interested in the archeology of the Red Wing region. Most of his professional 


life being passed in Red Wing, his biography properly belongs to the history of 
that city. 


Joseph A. Vervais 


Dr. Joseph Vervais was born at Terrebonne, Quebec, on May 22, 1822, at- 
tended McGill but received his medical degree at Geneva Medical School in 
Geneva, New York, in 1843. He returned to Canada where he practiced and 
held the office of coroner for ten years. He came to Saint Paul in 1856. In 
1859, he was city physician and health officer. He was commissioned Assistant 
Surgeon, Fifth Minnesota Infantry, September 3, 1862, and resigned April 3, 
1863. In January, 1864, he again entered the service as surgeon of the Second 
Cavalry and was discharged November 5, 1864. 

Doctor Vervais acquired quite an extensive practice particularly among the 
French Canadian residents. While not associating much with the other physi- 
cians of Saint Paul he was known and respected by them. His professional 
card in the papers and directories of the sixties notified the public that he was 
prepared to do eye surgery. He was a gentleman, rather tall and slender, and 
attended to his own business. He died October 10, 1868, in Saint Paul. 








MINNESOTA MEDICINE 


HISTORY OF MEDICINE IN MINNESOTA 


Samuel Willey 


Dr. Samuel Willey was born in Boston, Massachusetts. At the time of his 
father’s death, when he was about seven years of age, the family moved to 
Cleveland, Ohio. He attended Yale College and graduated at the Cleveland 
Medical College in 1850. Immediately after graduation, he received the ap- 
pointment of Junior Assistant Physician at the Ohio Hospital for the Insane at 
Columbus, shortly becoming Senior Assistant, and remained there until he came 
to Saint Paul in October, 1852 (with the exception of a short time in Cin- 
cinnati). It is said he arrived with but fifty cents in his pocket, and got his 
first patient while debarking from the boat; a man who fell and broke his leg. 
Almost immediately he became associated with Dr. A. G. Brisbine. His coming 
to Saint Paul was perhaps largely influenced by the condition of his health. 

Doctor Willey was a small man, well groomed, and somewhat vain, agreeable 
in manner, conversation, and appearance. His attractive manners made him a 
great favorite, especially with women, of whose society he was rather fond. 
Perhaps no physician in Saint Paul has since enjoyed so much popularity. He 
was also popular with his brother practitioners and though he had some ene- 
mies, his ability was not doubted. He was elected president of the State Medical 
Association at its reorganization in 1869, and as the founding and success of 
that society was largely due to his efforts, he was reélected the following year 
and the same year was elected vice president of the American Medical Asso- 
ciation. It is also said he was the leading spirit in the Saint Paul Academy of 
Medicine and Surgery established in 1860. In his later years, his practice was 
largely confined to consultations, drawing patients from all over the Northwest. 

In 1857, Doctor Willey attempted to give up the practice of medicine because 
of his health and the large amount of work thrust upon him, but found he could 
not stand the enforced idleness. Having so much work to perform, he found 
it necessary to systematize his activities and introduced practices which, though 
ordinary today, were innovations in Saint Paul at that time. He was the first 
physician in Saint Paul to stop compounding his own prescriptions, the first to 
establish regular office hours, and the first to employ a collector to attend to 
his overdue accounts. In May, 1871; he gave up practice and moved to Bay- 
field, Wisconsin, in an effort to regain his health but was too far spent to re- 
cover. He died November 21, 1872, of pulmonary tuberculosis, at the age of 
forty-four years, optimistic till the last that he would recover and convinced that his 
medical career and usefulness had only just begun. His portrait with a bio- 
graphic obituary may be found in the January, 1873, number of the North- 
western Medical and Surgical Journal. 

Were he living today, Doctor Willey would, no doubt, have organized and 
been at the head of a large clinic as he had executive talent and was a diplo- 
mat. He was well read in many subjects and had the most extensive and varied 
medical library in Saint Paul. He married in Saint Paul in 1855 and his 
widow, later Mrs. Mary A. Fuller, died but a few years ago. His only child, 
a son, is also deceased. 

During his last years he was much addicted to drink and was a user of nar- 
cotics. He had always consumed a large amount of chewing tobacco. Those 
who knew him in his best days had a high opinion of his ability, but those - 
who met and knew him only in the later years of his life had not a high opin- 
ion, either of his ability or integrity. Doctors Wharton and Hand admired him 
greatly, but Doctors C. E. Smith and Flagg had not a high opinion either of 
his ability or professional standing. These came in contact with him only after 


Octoser, 1939 





HISTORY OF MEDICINE IN MINNESOTA 


his deterioration. Doctor Day despised him and stated that he spent his entire 
time concocting new drinks for women. 

Before the Civil War, ordinary calls were fifty cents to a dollar, out-of-town 
calis a dollar a mile, Stillwater, Hastings, Hudson and Minneapolis twenty-five 
dollars. Confinements were ten dollars up according to the circumstances of the 
patients, and services rendered. When the war broke out the prices of every- 
thing went up and ordinary calls became one to two dollars. Most physicians 
held to these charges, though newcomers often cut prices in order to get a prac- 
tice. Doctor Willey was an exception to the rule. He found out what other 
physicians were charging and then charged more. Willey not only knew 
medicine as a science, but practiced it as an art and a business. One of his 
maxims was always to make the medicine “taste good” and put something in it 
to give the feeling of well-being. For women, the vehicle was apt to be Spirits 
of Juniper and his tonics were in demand for years after his death, particularly 
by elderly ladies. 

Willey wrote but little, and we know of but Some medical articles by him. 
He was a master of style and these articles are a pleasure to read. They are 
mentioned in the summary at the end of the year 1869 in the narrative portion 
of this history. One of these on Dachylius aculeatus infection is the first de- 
scription of infection by that parasite in the United States and but one instance 
of that infection has been described in this country since. 





CORRECTIONS ON HISTORY OF MEDICINE IN RAMSEY COUNTY 


The following corrections should be made in the History of Medicine in Ramsey 
County on the pages indicated : 


. 645, line 20—for contract, read contact. 
. 698, line 2—for Sneling read Snelling. 
. 701, line 14—delete “‘who” at end of line. 
. 793, line 27—for Mrs. read Mr. 
850, line 14—delete ‘in’ near end of line. 
36, line 8—The Arlington Hotel has been torn down. 
37, line 28—Doctor Marsh’s initials were O. P. 
39, line 36—Federal Farm Loan Bank building is now 
occupied by the Minnesota Federal Savings and Loan Association. 
. 411, line 30—for Lindholm read L 
p. 411, line 40—for Percy read Willis Hall. 
p. 415, line 21—Doctor arkoe is still living. 
. 22, p. 416, lines 2 to 6—AIll deceased. 
Vol. 22, Pp. 416, line 48—for 1862-66 read 1863-66. 
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President's Letter 


V ENEREAL disease has taken a terrific toll of the health of all peoples in all ages. 

Its history is marked by some really terrific epidemics following large movements of 
populations and great wars. Its réle, even in our so-called enlightened age, is still one of 
terrible destruction. It is a factor in our population figures and our economics in our 
sanity rates and our general health. 


Great strides have been made, to be sure, in diagnosis and treatment and much credit 
for staying some of its worst ravages must be given to our prophylactic work in the pres- 
ervation of sight. But it is only recently that venereal disease has taken on the status in 
the public mind of a public health menace comparable to other disease scourges. A notice- 
able change in public opinion is apparent today and treatment is beginning to be sought 
on the same basis as treatment is sought for tuberculosis, cancer, or diabetes. Our best 
progress against the great scourge should come with this realistic lay outlook toward its 
control. 


Minnesota can be very proud of its program for the control of venereal disease. Great 
credit is due the State Board of Health for its accomplishments and we, as practicing 
physicians, should be the first to acknowledge the worth of their conservative, well estab- 
lished and steadily advancing program. 


As a result, there is no doubt that Minnesota stands in the forefront of all the states 
in venereal disease control. For many years, while effective programs lapsed elsewhere, 
the Board continued its work and, therefore, statistics as to prevalence quoted for other 
parts of the country do not apply here. There is no doubt but that Minnesota has pioneered 
in the field and we are happy to be able to present a favorable report for Minnesota in 
the material prepared in our October packet on venereal disease. 


In this connection it should be noted that the State Board of Health has prepared a 
special handbook of all of its services to the physician. This handbook will specify the 
responsibilities of the Board and aid the physician in securing the assistance provided for 
him in its program. 


It has already been sent with the regular News Letter of the association to all rural 
physicians and is available to all others upon request. 


GrorceE Eart, M.D., President 


Minnesota State Medical Association 
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MEDICAL SCHOOL FIFTY YEARS OLD 


N THE Northwestern Lancet for July 15, 

1888, appeared the first full page announce- 
ment that the first annual course of lectures at 
the University of Minnesota Medical School 
would begin October 1, 1888, and would con- 
tinue for six months. Three full courses of lec- 
tures would be required for graduation. The 
medical school was to be located at Minneapolis 
in the building formerly occupied by the Min- 
neapolis Hospital College, and one day each 
week would be devoted to clinical instruction in 
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the Saint Paul hospitals. The fee for Minne- 
sota citizens would be thirty-five dollars and fo: 
all others, fifty dollars. Material for dissection 
and laboratory work would be furnished at cost. 

It was largely through the efforts of Dr. 
Perry H. Millard that the Minneapolis Hospital 
College and the Saint Paul Medical College were 
induced to discontinue operation and the facili- 
ties of the two colleges joined in the new ven- 
ture. 

It is unlikely that any of the founders of the 
medical school envisioned the progress made by 
the school in its first fifty years (or is it not 
fifty-one). It is only fitting and proper that 
such an anniversary should be celebrated with 
a scientific program such as that which has been 
arranged for the week of October 9 to 14, in- 
clusive. All those interested are invited to at- 
tend the University Convocation, Thursday 
morning, and the general session in Northrop 
Auditorium, Thursday evening. 

General Clinics have been arranged for the 
first three days of the week (October 9, 10, 11). 
The special program for the last three days of 
the week (October 12, 13, 14) appears in full 
elsewhere in this issue. A number of well 
known out-of-state scientists will take part in 
this unusually attractive program. 

Attention is called to the sketch of Fifty 
Years of Medical Education at the University 
of Minnesota by Maurice B. Visscher, Professor 
of Physiology, which appears in this issue. 





MEDICINE AND POSTAGE STAMPS 


ECENT advices from Washington convey 

the information that Postmaster General 
James A. Farley has abandoned the time-honored 
policy of honoring only great political and mil- 
itary figures on stamps and through his deputy 
third assistant postmaster general, Mr. Roy M. 
North, has prepared a list of 35 eminent Amer- 
icans whose visages have been chosen for the 
signal honor of being the first to appear on our 
stamps now that the traditional rule has been 
abrogated. Very properly, we think, the list is 
composed of those who have achieved distinction 
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in the domain of arts and sciences and little ex- 
ception can be taken to the inclusion of most of 
them. In the case of medicine, however, we can- 
not but wonder a little, from a relative stand- 
point, at the mental processes which led to the 
selection of Crawford W. Long and Walter Reed 
as the foremost representatives of our profes- 
sion. Without in any way seeking to belittle 
their accomplishments, let us see exactly what 
they did. Long was definitely the first to use 
ether, but he kept all knowledge of it to himself 
and to those in his own immediate circle. Gar- 
rison states that Welch has admirably said “we 
cannot assign to him any influence upon the his- 
torical development of our knowledge of surg- 
ical anesthesia or any share in its introduction to 
the world at large.” 

The case of Walter Reed, the other represen- 
tative of medicine in the list, is somewhat differ- 
ent. Reed was chairman of the army board of 
four which disproved the old theory of the trans- 
mission of yellow fever by fomites and accurate- 
ly fastened the blame on a particular species of 
mosquito. It was an epochal piece of work, with 
the most far-reaching consequences but the im- 
portant point is that it was a joint effort, for 
which no one man alone should receive distinc- 
tion. As matters stand, only Reed is recognized, 
while Carroll, who was the first to submit volun- 
tarily to being bitten by an infected mosquito, de- 
veloped the disease and recovered; Lazear, who 


was accidentally bitten and died, and Agramonte, - 


the fourth member of the Commission, are all 
but forgotten, as also are Nott and Finlay, who 
first developed the theory of mosquito transmis- 
sion of yellow fever, long before anyone else 
had thought of it. Walter Reed has been sig- 
nally honored by having his name attached to 
the foremost military hospital in the United 
States. That, in all the circumstances, should 
suffice. 

Who, then, it may be asked, are those who 
are more justly entitled to this recognition? 
There are many; here are a few: John Shaw 
Billings, who developed the largest medical li- 
brary in the world and the largest medical mu- 
seum in this country, initiated the /ndex Cata- 
logue and the Index Medicus, compiled the Med- 
ical and Surgical History of the War of the 
Rebellion, designed the buildings of the Johns 
Hopkins Hospital and laid down the funda- 
mental principles on which the growth and im- 
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portance of its medical school have occurred, 
spending the last seventeen years of his life in 
the monumental task of reorganizing the New 
York Public Library System. “Altogether,” says 
Garrison, again, “Billings did a giant’s work for 
the advancement of American medicine.” Then, 
there is William Beaumont who, single-handed 
and in the crudest surroundings, conducted a 
series of experiments and made basic findings 
in the physiology of digestion, so thoroughly ac- 
curate that today they remain unchallenged. 
There is Samuel D. Gross, the foremost Amer- 
ican surgeon of the first half of the nineteenth 
century, who, just 100 years ago this year, wrote 
the first exhaustive treatise on pathological an- 
atomy in the English language and made many 
notable contributions to the development of Am- 
erican surgery. 

Perhaps we should be thankful that American 
medicine received any recognition at all in Wash- 
ington at this time. But as long as those people 
there were at it at all, it seems as though they 
might have done a better job.—G. C. 





CRYPTORCHIDISM 


The general practitioner confronted with a 
case of cryptorchidism may well feel somewhat 
uncertain as to the proper advice to give. If he 
has read the surgical journals he will have found 
numerous reports of operative procedures and 
recommendations that these youngsters be oper- 
ated on early in life, or at least before puberty. 
If he has analyzed the reports of follow-up ex- 
aminations following operation, he will have 
found that the results of orchidopexy are far 
from satisfactory, if a normal testis in its nor- 
mal position is the objective. 

If one has followed the reports of the results 
achieved by glandular therapy he will have read 
of unbelievable success in the hands of some and 
of failure by others. The successes seem to have 
been more frequent when this kind of therapy 
has been given to boys approaching puberty. The 
production of premature puberty is one unde- 
sirable result which should and can be guarded 
against. 

Many of the older generation of physicians 
and even the laity have personally observed in- 
stances where undescended testes have sponta- 
neously descended at puberty. This may account 
for the fact that comparatively few of these 
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youngsters are operated upon. There is said to 
be an old legend in the South that all these 
testes descend at or just after puberty. 

There has been need for some time for ob- 
servation of a large number of boys over a period 
of years to determine the incidence of cryptor- 
chidism and what happens to the undescended 
testis if left alone. This has now been done.* 

Johnson had the opportunity of examining 
31,609 boys ranging in age from seven to seven- 
teen and found 544 cases of undescended testis. 
This is an incidence of seventeen per 1,000, con- 
siderably higher than the two to five per 1,000 
found in various army recruits. This in itself 
strongly suggests that spontaneous descent oc- 
curs in a majority of cases. 

During the period of observation from the years 
1931 to 1937, the author found that spontaneous 
descent occurred in 313 of the 544 boys. This 
occurred at all ages from seven to seventeen, 
most often, however, at the ages of eleven to 
fourteen inclusive. No follow-up examinations 
were made after discovery of the condition in 
sixty-three instances, and 154 of the 544 boys 
were lost to observation. In the fourteen cases 
submitted to orchidopexy the results were ex- 
tremely discouraging. 

The author’s conclusion was that while endo- 
crine therapy should be used only as an adjunct 
at puberty it is not in reality a necessity. He 
also concludes that orchidopexy should not be 
attempted before the sixteenth year unless in- 
dicated by some associated condition. 

The late spontaneous descent of the testis in 
a majority of cases of cryptorchidism need no 
longer be considered a legend but rather an ob- 
served fact.—C.B.D. 





WORLD WAR II 


U* IL recently it seemed inconcgivable that 
there could be a repetition of the World 
War within the short space of twenty-five years. 
Anyone would have thought that the loss of 
life, maimed bodies, starvation, niental grief and 
economic loss, which attended the last war, be- 
ing within the memory of present-day leaders, 
would have been fresh enough in their mem- 
ories to have forestalled the present conflict, 
which has been going on for a month. 





*Johnson, Wm. W.: Cryptorchidism. Jour. Am. Med. Assn., 
113:25, (July 1) 1939. 
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The whole purpose of the medical profes- 
sion is the antithesis of war. The profession 
has always striven to save lives, prevent acci- 
dents and preserve the health and nutrition of 
human beings. All success along such lines 
has been many times counteracted by periodic 
wars. ‘ 

When war comes the medical profession is 
called upon to patch up war injuries as best 
it can and to control epidemics in armies and in 
the civil population incident to abnormal condi- 
tions. 

The medical profession has ever been ready 
to render its service for the alleviation of hu- 
man suffering in time of war, as in time of peace. 
It is to be devoutly hoped, however, that World 
War II will be much shorter than World War I. 





Salyrgan Suppositories and Mercurin 


A Warning and Acceptance of Salyrgan Supposi- 
tories Rescinded—Salyrgan, which is sodium [o(hy- 
droxymercuricmethoxypropylcarbamyl) phenoxy] ace- 
tate, was accepted by the Council on Pharmacy and 
Chemistry in 1928 on evidence presented by the manu- 
facturer, the Winthrop Chemical Company, of its 
usefulness as a mercurial diuretic. In 1937 the Coun- 
cil accepted Suppositories Salyrgan of the following 
composition: Salyrgan 0.4 Gm., corn starch 0.1 Gm., 
and cocoa butter 1.3 Gm. In the same year the Coun- 
cil accepted Mercurin Suppositories 0.5 Gm., distributed 
by Campbell Products, Inc. Mercurin is a mixture of 
20 per cent of the B-menthoxy-v-hydroxymercuri- 
propylamide of trimethyl cyclopentane dicarboxylic 
acid and 80 per cent of its sodium salt. Subsequent- 
ly Dr. Arthur C. DeGraff, professor of therapeutics 
at New York University, reported several cases of 
definite rectal irritation following the use of Salyrgan 
Suppositories (J.A.M.A. 113:214, July 15, 1939). Dr. 
DeGraff and his associates concluded from their in- 
vestigation that “Salyrgan Suppositories appear to be 
more irritating than Mercurin Suppositories,” and “the 
fact that severe ulceration occurred in three patients 
out of eighteen would suggest that this dosage form of 
Salyrgan is inadvisable.” Similar reports were received 
from a number of other physicians who had been con- 
sulted by the Council in regard to their experiences with 
Salyrgan Suppositories. The Council therefore voted 
(1) that the acceptance of Salyrgan Suppositories be 
rescinded without prejudice pending the receipt of 
further reports from the manufacturer; (2) that the 
acceptance of Mercurin Suppositories be continued but 
that it be rescinded at any time should evidence be- 
come available entailing the necessity of such action 
as provided in the Council’s rules, and (3) that pub- 
lication of its report and a warning as to the local 
irritating effects of both drugs be authorized. (J.A. 
M.A., July 15, 1939, p. 213.) 
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FIFTY YEARS OF MEDICAL EDUCATION AT THE UNIVERSITY 
OF MINNESOTA 


MAURICE B. VISSCHER, M.D. 
University of Minnesota 
Minneapolis, Minnesota 


HE Medical School of the University of Minne- 

sota celebrates, this year, the completion of a half 
century of service to the State. It is appropriate on 
such an occasion to survey the history of the past and 
to consider the future. 


this community on an organized basis around the 
middle of the last century. 

The direct lineal parents of the Medical School of 
the University of Minnesota were the St. Paul Medi- 
cal College and the Minnesota Hospital College. Join- 





Medical education in pioneer days in Minnesota, as 
elsewhere, was carried on by the Preceptor system, 
in which young men apprenticed themselves to prac- 
ticing physicians. They studied anatomy and path- 
ology as best they could from books and the rarely 
available human corpses. Real scientific training did 
not exist. They followed their teachers about on their 
calls and learned by example how to handle the human 
problems of illness. Skilled artisans they learned to 
be, but aside from the more primitive procedures their 
practice was a far cry from medicine of today. 

After preceptors came the proprietary medical 
schools—a great advance in that time. The first of 
these was the St. Paul Preparatory School, housed 
in a single second story room of the morgue in the 
rear of St. Joseph’s Hospital, where Drs. Daniel W. 
Hand, Alexander J. Stone and others attempted to 
impart the rudiments of medicine to a handful of 
hopeful students. So medical education began in 
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ing them somewhat later were the Minneapolis Col- 
lege of Homeopathic Medicine and still later the 
Medical Department of Hamline University. These 
schools operated under charters from the State which 
permitted them as stock companies to carry on the 
enterprise of medical education and the granting of 
degrees, which were originally in effect certificates of 
the right to practice medicine. 

These conditions were chaotic from our point of 
view, but it must be remembered that a similar state 
of affairs prevailed in the rest of the country, and 
conditions were just becoming ripe for a drastic 
change. The University and the medical profession 
can both point with pride to the parts they played 
in bringing about those changes which clarified the 
situation. In 1883 a plan was prepared by Dr. 
Charles N. Hewitt, then State Health Officer; Dr. 
William H. Leonard, a prominent Minneapolis phy- 
sician, and President William W. Folwell of the 
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University, which called for the setting up of the 
College of Medicine and Surgery of the University of 
Minnesota with examining but no teaching functions. 
The Board of Regents of the University set up the 
College in that year and the Legislature passed the 
first Medical Practice Act for the State of Minne- 
sota requiring all physicians to register with and 
be examined by the faculty of this College. 

This forward-looking movement had consequences 
unforeseen at its inception. It was begun in order 
to be able to set some standards of education for 
medical practice. Those standards were low enough 
to be sure. They consisted of certification by diploma 
or examination that a candidate had attended one 
full course of lectures, which were usually completed 
in less than a year, and gave evidence of clinical and 
laboratory experience including dissection of the 
muscular, nervous and circulatory systems. No pre- 
liminary training of any sort was required. The real 
virtue of this Act was its moral rather than its 
immediate practical consequences. It established the 
principle that the practice of medicine was to be con- 
sidered a profession and not a trade for whoever 
wished to ply it, and it provided a precedent for 
later steps. 

The next step occurred in four years, when the 
Legislature created an independent Board of Medical 
Examiners under the first law of its type in the 
United States. It invalidated the Diploma as an evi- 
dence of fitness to practice and substituted personal 


examination of every applicant for a license to prac- 


tice in the State of Minnesota. Indirectly this law 
established the Medical School of the State Univer- 
sity, because it created the conditions which made 
proprietary medical education impossible. In fact 
in the next year the two schools named above peti- 
tioned the Board of Regents of the University to or- 
ganize a teaching medical school, and offered to 
surrender their charters and properties to such a 
school when organized. Their offer was accepted and 
thus began the College of Medicine and Surgery, 
now changed in name to the Medical School of the 
University of Minnesota. 

A detailed history of the changes in the Medical 
School in the past fifty years would occupy more 
space than is available, and would be more tedious 
than profitable. The significant events in highlight 
were associated with two steps: the founding in 1888 
and the reorganization in 1913. The founding pioneers 
saw the need of improved medical education but did 
not fully understand how such improvement had to be 
brought about. The faculty which began the work 
of the School was, with the exception of the Professor 
of Chemistry, a group of practicing physicians. With 
every good intention it was difficult, if not impossible, 
to make physiologists, anatomists, bacteriologists and 
pharmacologists out of this group. The first expedient 
tried was to bring in assistant professors and instruc- 
tors who had prepared themselves specifically in the 
above-named branches, leaving the original group in 
the administrative professorial positions. The scien- 
tists brought to the University in those junior posi- 
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tions prior to 1913 did great service, and if given 
authority might well have reorganized the fundamen- 
tal science departments in a satisfactory way over a 
longer period of time. The need for full-time clini- 
cal workers began to be felt acutely with the erection 
of the Elliot Memorial Hospital, which was occupied 
in 1911, having been built at a cost of $160,000, the 
larger portion of which represented a bequest from 
Dr. and Mrs. A. F. Elliot. 

At the risk of temporarily alienating the affections 
of parts of the medical faculty, under the leadership 
of the then President George E. Vincent, a Commit- 
tee, consisting of three members of the medical fac- 
ulty, Drs. F. F. Wesbrook, Charles L. Greene, and 
James E. Moore, and three alumni, Drs. Louis B. 
Wilson, Edward L. Tuohy and Theodore Bratrud, was 
charged with ‘responsibility by the Regents for recom- 
mending to them a plan of reorganization. Acting 
upon the advice of this committee the Regents greatly 
reduced the size of the faculty and created an Admin- 
istrative Board, consisting of the Dean, the super- 
intendent of hospitals, the directors or heads of each 
department and one member-elect from the faculty at 
large to conduct the affairs of the Medical School. 
In addition, recommendations were made to reorgan- 
ize the personnel of several departments. 


At this juncture, Doctor Wesbrook, who had oc- 
cupied the Deanship for nine years, resigned to be- 
come President of the University of British Columbia. 
Thus, in order to carry into operation the reorganiza- 
tion program, a new leader had to be sought and 
President Vincent selected the late Elias P. Lyon, who 
had previously been Dean of the Medical School of 
St. Louis University. Lyon had been a distinguished 
pupil of the physiologist, Jacques Loeb, and served 
the University of Minnesota for twenty-three years 
as Head of its Department of Physiology and Dean 
of its Medical School. He was a great leader because 
he combined several important qualities. He was, 
first of all, convinced of the importance of the scien- 
tific method in medicine; he respected scholarship and 
serious scholarly work; he appreciated, more than 
many persons of pure scientific training do, the im- 
portance of a thorough practical training in clinical 
medicine, and, finally, he was deeply impressed with 
the great social importance of the medical profession. 
Dean Lyon came to Minnesota with the reorganization 
program begun and it was his task to carry it through. 
It may be said at the outset that a great deal of the 
bitterness engendered by the changes made was wrong- 
ly directed at him as the symbol of the whole reor- 
ganization scheme. The die had been cast before his 
appointment and in cutting to the line he was simply 
following the line of duty. In the year of his ap- 
pointment new heads took charge of three pre-clinical 
departments and two years later the first full-time ap- 
pointment to the Headship of the Department of 
Medicine was made. 

In building his staff, Dean Lyon was concerned, 
first of all, with the spirit of productive scholarship. 
He believed firmly that no educational institution of 
quality could survive unless its staff were imbued 
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with the investigative spirit. His determination to 
establish a group of medical teachers with such atti- 
tudes may be said, quite fairly, to be one of the most 
important reasons for the existence of the active 
medical research and teaching center in the University 
of Minnesota today. Within five years after his ap- 
pointment he had major responsibility for the selection 
of seven department heads. The quality of those 
choices largely determined the character of the Medi- 
cal School. 

An interesting chapter of medical education is told 
in the record of changes in educational requirements. 
In the year 1888-9, the stated prerequisite to entrance 
to the Medical School was a High School diploma. 
Even this requirement was frequently waived on 
examination. The medical course at that time covered 
three years and the total enrollment was _ seventy- 
five students. Four years of medical school work 
were required first in 1895-96. One year of work of 
collegiate grade was required as a prerequisite for 
entrance in 1902, two years in 1903, and beginning in 
1939 three years constitute the minimum entrance 
qualification. A fifth or interneship year became a 
requirement for the M.D. degree in 1916. With the 
increase in requirements there has been no decline in 
the number of students undertaking medical education. 
Actually, various factors have operated to greatly 
increase the number of applicants for admission. Reg- 
istration in the Medical School is now limited to one 
hundred first-year students, who are chosen from 
applicants numbering several times that figure. As 
a result a new duty has fallen upon the School, 
that of selecting the most promising students for 
training. This duty to the community is of the great- 
est importance because the ultimate quality of the 
physicians who will one day serve it, depends so 
largely upon the quality of the raw material from 
which they come. Every effort is made to give proper 
weight to scholastic ability on the one hand and to 
those imponderable personal factors which determine 
the difference between a competent physician and an 
incompetent or mediocre one. 


No account of the Medical School of the University 
of Minnesota would present a balanced picture with- 
out mention of graduate and post-graduate educa- 


tion. Graduate work of a sporadic nature was done 
before 1913, but the comprehensive program which 
has made the institution an important factor in Amer- 
ican medicine was initiated at that time. In the past 
twenty-five years nearly one thousand persons have 
been granted graduate degrees in the various medical 
fields by the University of Minnesota. These graduates 
are scattered over the face of the earth and their 
work, whether it be strictly clinical or combined with 
teaching or research, is, in large part at least, a result 
of the graduate teaching program of this University. 
Again, in this aspect of the School’s work, the mark of 
President Vincent is visible. His appointment of Guy 
Stanton Ford, now President of the University, to 
the Deanship of the Graduate School had important 
consequences. Under Dean Ford’s leadership, scholarly 
work flourished. The Graduate School became a 
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division of the University in which principles and not 
fixed regulations ruled, in which quality and not 
quantity of production was at a premium. It is, per- 
haps, paradoxical but not at all surprising that the 
amount of graduate work carried on increased greatly 
under such conditions. 

In this work the establishment of the Mayo Foun- 
dation as a branch of the Graduate School in 1915 
has had an important effect, in that it placed the 
entire facilities of the Mayo Clinic in the graduate 
medical teaching program of the University. The 
Mayo Foundation plan has proven to be fundamentally 
sound and productive. It has greatly extended the 
University’s opportunities for graduate training of phy- 
sicians and allowed it to exert its influence in instill- 
ing the investigative spirit and principles of sound 
scholarship into a large and growing group of phy- 
sicians. 

In Minneapolis the facilities of the General Hospital 
and the University Hospitals provide the major clini- 
cal opportunities for graduate teaching. The pre- 
clinical science departments are providing training 
for a considerable number of specialists in the several 
fields, and are increasingly serving to give extensive 
background training in scientific investigation for stu- 
dents who later enter various clinical branches. 

Recently the Medical School has inaugurated a pro- 
gram of post-graduate training for physicians, the 
aim of which is to provide opportunity for active prac- 
titioners to drop their work for short periods of 
intensive study in particular, limited fields. The com- 
bined Minneapolis and Rochester faculties as well as 
distinguished specialists from other centers have co- 
operated in carrying out this venture in “continuing 
education.” This type of program is assuming greater 
importance daily with the accelerating pace of medical 
progress. With new therapeutic agents appearing and 
great advances in fundamental knowledge, keeping 
abreast of the times in the field of medicine is an 
extremely difficult but none the less important problem 
for the practicing physician. 

The first fifty years are now past. Those years 
are important in having laid the groundwork for the 
present and the future. The years that lie ahead are 
now the important ones and the story that can be 
written fifty years from now is our concern. It is 
well to be proud of a distinguished past but it is a 
calamity to allow pride to engender complacency. Per- 
sistent effort is the price of progress, and it is the 
task of our generation to carry on the tradition of con- 
sistent symmetrical growth which is the heritage of our 
institutional past. The continued development of an 
active center of medical teaching and investigation in 
Minnesota is of utmost importance to the progress of 
the medical profession in the State. Such develop- 
ment is impossible without the sympathetic support 
of the profession within the State. There is here a 
peculiar interdependence of interest which should be 
cultivated to mutual and general public advantage. 

Medicine as a profession is so peculiarly an activity 
of public interest that the community as a whole is 
always the real beneficiary of any medical progress. 
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By the code of physicians no private gain comes, save 
indirectly by virtue of increased demands for service, 
to any physician who discovers new or improves old 
methods of treatment, diagnosis or understanding of 
human disease. The physician is almost peculiar in 
having as his main occupation, work which will make 
his own services unnecessary to his patients. Although 
advances in medicine are undoubtedly a source of the 
greatest personal satisfaction to physicians, the real 
gain produced by them accrues to the public at large. 

It is, therefore, with the clearest conscience that the 
medical profession can urge generous public support 
of medical education and research. The record of 
research accomplishment at the Medical School of the 
University of Minnesota is such that no reasonable 
doubt can be entertained that funds expended in it 
will be well spent. This is not the time or place to 
enumerate all of the achievements, but it may not 
be amiss to mention the important work on inanition, 
on growth, in hematology, on kidney diseases, on 
edema, on intestinal obstruction, on essential fatty acids 
in nutrition, on virus diseases, on epilipesy, on gall- 
bladder function, in endocrinology, in immunology 
and in many other fields, where outstanding contribu- 
tions have been made. 

In supporting this work the people of the State of 
Minnesota have advanced their own interests and have 
repaid in part the debt it owes to the past for the 
heritage of science and culture which it enjoys. It is 
our duty as informed members of the profession of 
medicine to remind and keep reminding the commu- 
nity at large that scientific fruit does not grow with- 
out nurture and trouble and expense. The future of 
Minnesota Medicine depends very definitely on con- 
tinued public awareness and support of medical edu- 
cation. The record of the next fifty years of the 
Medical School of the University of Minnesota will be 
determined mainly by two factors, the acuity of vision 
of its various responsible officers and the adequacy of 
support with which the community will provide it. 
It is perhaps not too much to hope that the second 
half century may see as much progress as the first. 





MEDICAL BROADCAST FOR OCTOBER 


The Minnesota State Medical Association Morning 
Health Service. 

The Minnesota State Medical Association broadcasts 
weekly at 11:00 o’clock every Saturday morning over 
Station WCCO, Minneapolis (810 kilocycles or 370.2 
meters) and Station WLB, University of Minnesota 
(760 kilocycles or 395 meters). 


Speaker: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. The program for the 
month will be as follows: 


October 7—Social Hygiene 

October 14—Fiftieth Anniversary of Medical School 
October 21—Nursing Education 

October 28—Dental Progress 
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Delbert F. Dumas 
(1879-1939) 


R. D. F. DUMAS, Bemidji, Minnesota, died Au- 
gust 8, 1939, at the age of sixty. 

Dr. Dumas was born April 4, 1879, at Waterville, 
Minnesota, and spent his boyhood in Minneapolis. He 
attended the University of Minnesota Medical School, 
later graduating from the University of Illinois in 
1902. 

He began practice at Foley, Minnesota, later going 
to Cass Lake and Deer River, where he was located 
for many years before going to Bemidji. 

In 1908, Dr. Dumas married Hazel Jarvis at Cass 
Lake. He is survived by his widow and two sons, 
Fred and Delbert F., Jr. 

Dr. Dumas was a member of the Elks Lodge, and 
an ardent Democrat. When his health permitted he 
was active in civic affairs at Cass Lake and Deer 
River, and later in Bemidji. 





John Andrew Evert 
(1885-1939) 


R. JOHN A. EVERT, chief surgeon at the North- 
ern Pacific Beneficial Association Hospital at 
Glendive, Montana, died at Glendive, August 17, 1939. 
Dr. Evert was born at Covington, Kentucky, August 
11, 1885, and spent his youth in Atlantic City and 
Philadelphia. In 1905 his family moved to Saint Paul 
and he graduated from Macalester College, Saint Paul, 
and received his medical degree from the University 
of Minnesota in 1913. Upon graduation he became 
Assistant Chief Surgeon at the Northern Pacific Ben- 
eficial Association Hospital at Brainerd, Minnesota. 
The hospital was moved to Saint Paul in 1921 and 
he was assistant chief surgeon there until 1925, when 
he became chief surgeon at the Association Hospital 
in Glendive, Montana. 

Dr. Evert served in the army medical corps during 
the World War and took special work in brain surgery 
in New York during that period. In Montana he was, 
at different times, a member of the State Board of 
Medical Examiners, president of the Eastern Montana 
Medical Association, and, in 1937 and 1938, presi- 
dent of the Montana State Medical Association. 

Dr. Evert was a member of the Nu Sigma Nu medi- 
cal fraternity and attended the meeting of the Minne- 
sota chapter in Saint Paul last spring, where he met 
many of his fraternity brothers. He was also a mem- 
ber of the College of Surgeons and the Montana State 
and American Medical Associations. 

In 1915, Dr. Evert married Pearl A. Nash of Pipe- 
stone, Minnesota. He is survived by his wife, two 
sons and a daughter. One son, John A., Jr., is studying 
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medicine at Harvard and the younger, Robert, plans 
also to follow in his father’s footsteps. 

Dr. Evert had a host of friends in Minnesota. He 
was devoted to his family, most conscientious and 
careful in his medical and surgical work, loyal to his 
friends and his profession. His patients loved him, 
his friends trusted him and everyone respected him. 
His was a life full of service. 





Olaf E. Heimark 
(1873-1939) 


R. OLAF E. HEIMARK, Duluth, died July 17, 
1939, of broncho-pneumonia at the age of sixty-si.x. 


Olaf Heimark was born October 14, 1873, at Clark- 
field, Minnesota. He attended Saint Olaf College and 
the University of Minnesota, and received his medical 
degree from the Minneapolis College of Physicians and 
Surgeons in 1899. 


Dr. Heimark practiced at Hawley, Minnesota, until 
1911 when he moved to Duluth where he was local 
surgeon for the Northern Pacific Railway from 1917 
until the time of his death, He was a member of 
the Zion Lutheran Church and was the first president 
of the Duluth Lutheran Brotherhood. He was a mem- 
ber of the Saint Louis County Medical Society, the 
Minnesota State and American Medical Associations. 
He was a member of the staffs of the Duluth hospitals. 

In 1901, Dr. Heimark married Anna Rebecca Pe- 
terson. She, as well as two daughters, Mrs. Allen 
Crassweller, Duluth, and Mrs. Robert Mott-Smith, 
Hilo, Hawaii, and one grandchild, survive him. 

Dr. Heimark served on the local Draft Board during 
the World War. Being an ardent sportsman he always 
found time for two hunting trips each year. He 
worked hard and read extensively. A man of pleas- 
ing personality, he made friends readily and will be 
missed by a large circle of patients and friends. ° 





Reginald H. Jackson 
1876-1939 


R. REGINALD H. JACKSON, well known sur- 

geon of Madison, Wisconsin, founder of the 
Jackson Clinic, died at his summer home at Breeze 
Point on Lake Mendota, September 7, 1939, at the 
age of sixty-three. 

Born in De Pere, Wisconsin, January 17, 1876, Dr. 
Jackson was the third generation of surgeons in his 
family. His father, the late Dr. James A. Jackson, 
and his grandfather, Dr. Joseph Hobbins, came to 
Madison from England in 1853, and he had lived in 
Madison since he was a small child. 

After graduating from the University of Wiscon- 
sin in the classical course, Dr. Jackson obtained his 
medical degree from the College of Physicians and 
Surgeons in New York City. After taking his intern- 
ship at the Presbyterian Hospital in New York City, 
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he served as house surgeon and 
father in practice at Madison. 

In 1906 he built a medical office building, now occu- 
pied by the city board of health, and practiced with his 
father. In 1911 they were joined by his brother, Dr. 
James A. Jackson, Jr., who had recently graduated 
from Columbia, and the Jackson Clinic began opera- 
tion. Other specialists were added, including another 
brother, Dr. Arnold Jackson, who received his train- 
ing at the Mayo Clinic. Working first at the Madison 
General Hospital and the Sisters’ Hospital, upon the 
building of the present Methodist Hospital, in 1927, 
the Clinic worked there, moving its offices to the hos- 
pital in 1929, 


Dr. Jackson married Elizabeth Breese Stevens, June 
4, 1908. Their only child, Dr. Reginald Jackson, Jr., 


has, for the past three years, been his father’s assist- 
ant. 


then joined his 


Dr. Jackson was a member of the Southern Surgical 
Association and of the Western Surgical Association, 
of which he was president in 1935. He was also a 
Fellow of the American College of Surgeons, and a 
member of the board of governors of that society. 
In 1933 he was president of the State Medical As- 
sociation of Wisconsin, and helped to form the Wis- 
consin Surgical Club. He also had been, for a num- 
ber of years, a director of the First National Bank 
of Madison and was a member of the University 
Club of Chicago, the Maple Bluff Golf Club, and the 
Madison Club. 


SUBUNGUAL GLOMUS TUMOR 
(Continued from page 708) 


thenar and hypothenar eminences, and on the arms and 
legs. Clinically, if close to the surface, they present a 
dark red or purplish color, and are excruciatingly ten- 
der, often incapacitating the patient. Occasionally, they 
lie more deeply beneath the surface and are therefore 
invisible, but nevertheless cause much pain. 

Microscopically, the tumors consist of tortuous cav- 
ernous blood vessels. The lining endothelial cells are 
cuboidal, and occur in several layers. Some vessels 
show a layer of circular muscle cells gradually passing 
into a zone of pale epithelioid cells, which are charac- 
teristic of these tumors. The sections from the case 
under discussion showed most of these characteristics, 
and left no doubt as to the diagnosis. 


These tumors are benign. Surgical removal results 
in complete cure. An occasional case which has been 
subjected to x-ray or radium treatment’ has not re- 
sponded, and required later surgical excision. In no 
case has recurrence been noted during the period ob- 
served. 
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PUBLIC HEALTH IN MINNESOTA 


Attempts to solve the problem of providing 
adequate medical care for everyone and of es- 
tablishing an equable distribution of its cost 
are being made by numerous county and state 
‘medical societies. Organized medicine deserves 
great praise for its efforts and it would seem 
that with the advantage of first-hand knowledge 
of conditions as they are, it should be in a 
position to arrive at some solution of the 
problems involved much better than federal or 
other agencies. 

The Minnesota State Medical Association at 
its last meeting took the stand that, while it was 
intensely interested in the outcome of the various 
plans being tried, it seemed advisable for the 
present to await the results of these efforts in 
the hopes that some solution would be arrived 
at. However, this does not mean that the mem- 
bers of our State Association should sit idly by 
and make no attempt to solve some of the other 
problems affecting the care of the sick. 


Many Problems Unsolved 


There are many problems intimately related 
to public health which are far from being solved. 
Without going over the entire list, it would seem 
that the problems of maternal and infant wel- 
fare and of pulmonary tuberculosis are more 
urgent than some others. While it is true that 
the statistics concerning maternal and infant 
welfare are more favorable in Minnesota than 
in many other states, nevertheless there is still 
room for improvement. There is no reason 
whatever why federal health service should take 
the lead in such a campaign. If this could be 
brought about by the united efforts of the mem- 
bers of the State Medical Association, it would 
redound greatly to their credit. This problem 
should be regarded as the personal responsibility 
of each and every member of the Association. 
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It is true that the Committee on Maternal Wel- 
fare has accomplished much and that the activi- 
ties of the State Board of Health have been of 
great value. However, much more could be 
done to improve the situation if every member 
of the Association would assume a personal re- 
sponsibility in the campaign. 


County Societies Should Lead 


The fight against tuberculosis has a similar 
status in Minnesota. While statistics in this 
state are comparatively favorable, largely as the 
result of the activities of the Minnesota Public 
Health Association and its efficient branches, 
nevertheless there is still room for improvement. 
The members of the State Medical Association 
have codperated with the Public Health Associa- 
tion in their efforts to stamp out the disease, 
but they have not assumed personal responsi- 
bility to the degree which is necessary to lower 
the incidence and mortality of the disease. Here 
again is an opportunity for our County Socie- 
ties to take the lead and enlist their members 
in making an individual and personal effort to 
combat this great problem. Such action should 
be not alone our professional duty, but it would 
add materially to our position in public opinion. 


Immunization Needed 


The percentage of inhabitants in rural districts 
of Minnesota who have not been immunized 
against smallpox and other contagious disease 
is appalling. The Council is taking active steps 
to secure more thorough and widespread vacci- 
nation and immunization by the practitioner. 
They have enlisted the codperation of the County 
Medical Society in taking more active steps, 
which should result in greatly improved condi- 
tions. There are many other fields which might 
be cited, but if the problems in the three fields 
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mentioned are attacked by the combined ef- 
forts of our county organizations, our State 
Association will have accomplished a great deal. 





MEDICAL INSURANCE IN MICHIGAN 


With but one dissenting vote the House of 
Delegates of the Michigan State Medical So- 
ciety has now decided to embark upon a pro- 
gram of health insurance for Michigan. 

Representatives of many other state medical 
societies, East and West, were present last month 
when the vote was taken to hear discussions 
and carry back to their own societies details of 
the Michigan plan, first of its sort to be organ- 
ized on a state-wide scale in the middle west 
states. Several types of county plans are under 
way under state medical society sponsorship in 
Wisconsin, the only other middle west state to 
try insurance. California is already at work 
on a state-wide insurance plan in the West and 
Massachusetts, New Jersey, Connecticut and 
New York are in various stages of preparation 
for their own versions of medical insurance in 
the East. In addition, several large city medi- 
cal organizations throughout the country are 
working on similar plans for metropolitan com- 
munities. 


Critics Should Note 


In fact, the number and variety of experi- 
ments now being planned under medical spon- 
sorship should certainly be drawn to the atten- 
tion of critics who charge organized medicine 
with timidity and social backwardness. Prob- 
ably no private individuals have ever before 
engaged in such widespread social experimenta- 
tion on their own initiative. Habits of scien- 
tific experimentation are ingrained in these pio- 
neers and it is certainly not unreasonable to ex- 
pect that some reliable principles and well tested 
figures, at least, will come out, of their studies. 

Whether the results will be what the most 
enthusiastic promoters hope for remains, of 
course, to be seen. 


$4.50 for Families 


The Michigan plan as approved by the dele- 
gates at Grand Rapids calls for payments of 
$2.00 a month for single men and women, $3.50 
a month for man and wife and $4.50 a month 
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for man and wife and children. The age limit 
is sixty-five. It is limited, so far as income 
goes, to single persons with $2,000 a year or 
under and to families of $2,500 a year or under. 
It is also limited to employed groups. It is 
possible that the granges in rural districts, 
fraternal groups and service clubs that come 
within the income limits may be included. There 
is expectation, also, that some employers will 
finance the plan for their employees. 


In addition to their monthly premiums, all 
subscribers must pay for the first five dollars’ 
worth of medical service together with a $1.00 
initiation fee. Furthermore, except for emer- 
gencies, they are not eligible to medical service 
for a month after they have joined the plan 
and no benefits are provided in obstetrical cases 
until twelve months after joining. 


Subscriber Benefits 


The benefits to subscribers are as follows: 
For single men or women, medical services worth 
up to $325 yearly. For man and wife, medical 
services worth up to $550 yearly and for man 
and wife and children, medical services worth 
up to $875 yearly. There is a further limitation 
placed upon cancer, tuberculosis, venereal dis- 
ease and nervous and mental disease. For these 
diseases only diagnosis is included on the service. 
With these exceptions complete medical and 
surgical, diagnostic and consultation services are 
provided. 


Fees to Physicians 


Payment to physicians will start on a fee 
schedule already drawn up and tentatively ap- 
proved. This schedule provides $2.00 for an 
office call, $3.00 for a home call and $5.00 for 
a night call. Mileage is paid one way beyond 
city limits at 50 cents a mile for the first ten 
miles and 25 cents thereafter. The average 
obstetrical fee together with post partum care 
is $25.00. The fee for an appendectomy or 
herniotomy is $75, for a cesarean section $100 
and for a hysterectomy, $125. For the fracture 
of radius or ulna including Colles the fee is 
$25; for fracture of the humerus, $35; the 
tibia, $35; the femur, $75; one rib, $10. X-ray 
examination of toe or finger is $5.00; of lungs, 
$10; of the gastro-intestinal tract, $25. These 
are random selections but they indicate the gen- 
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eral level of fees to be paid. They will be scaled 
down, to be sure, if the income does not justify 
full payment of the schedule. Michigan Medi- 
cal Service will make collections, pay doctors. 

Many adjustments may have to be made both 
in monthly payments and in methods of organi- 
zation and collection as time goes on and experi- 
ence is accumulated. 


Laux Is Executive Head 


Direction of the plan is in the hands of a 
Board of Directors of some 35 members of 
whom two-thirds are to be duly licensed phy- 
sicians. Mr. J. D. Laux, formerly with the 
American Medical Association’s Bureau of Med- 
ical Economics, will act as executive secretary 
for the plan under the direction of the Board. 

Final details have yet to be approved by the 
insurance commissioner of the State of Michi- 
gan but this official sat in on all preliminary 
conferences and his approval is virtually as- 
sured. Enabling legislation was sponsored by 
the society and passed at the last session of the 
Michigan legislature. The Michigan Medical 
Service is, of course, a non-profit organization. 


Will It Sell? 


Will people purchase this insurance as offered 
to them by the doctors of Michigan? Nobody 
really knows. 

To be successful a large number of employed 
people must purchase the insurance. In groups 
of twenty-five subscribers, 95 per cent of em- 
ployees must be members. In groups of 100 
or more, 75 per cent of employees must be 
members. 

If it is not successful, what then? 

Many critics of health insurance plans believe 
that unsuccessful voluntary plans lead inevi- 
tably to compulsory government insurance. 
Friends of the plan counter with the observation 
that voluntary plans do not lead to compulsory 
plans except where government had a hand in 
the first place. They believe that the plan or 
an adjustment of the plan will be successful 
and that, being successful, it will for all time 
prevent further encroachment of government 
agencies into the field of private medicine. 


Leaders Here Study Plan 


On the other hand, medical leaders in Minne- 
sota are studying health insurance and espec- 
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ially the Michigan experiment. In their opinio: 
nothing is lost and much is likely to be gainec 
by proceeding slowly in this uncharted field. 





NEW FEDERAL FUNDS 


When the dust and heat of adjournment had 
cleared away, several unexpected gifts were 
found to have been left by Congress on public 
health doorsteps. 

Failing to secure consideration at this session 
of the Wagner Health Bill, Senate backers in- 
cluded several appropriations for special public 
health projects in the deficiency bill. 

Information as to exact amounts and possible 
strings attached has been difficult to obtain and 
confused when it arrived; but the gifts came 
as a complete surprise to most health officers 
and medical bodies throughout the country. 

It seemed likely, however, that a few thou- 
sands of dollars might be secured for certain 
specific and limited projects in Minnesota— 
provided the projects met with the approval 
of the United States Public Health Service or 
the Children’s Bureau. 


Discussed by Board and Council 


A joint meeting of the Council of the Minne- 
sota State Medical Association and the Minne- 
sota State Board of Health was accordingly 
called at the end of August to discuss policies 
for Minnesota before scheduled conferences 
with officials of the Public Health Service and 
the Children’s Bureau should take place in con- 
nection with the meeting of the American Con- 
gress on Obstetrics and Gynecology at Cleve- 
land in September. 

Dr. Chesley, speaking at the joint meeting, 
quoted the Assistant Surgeon General of the 
health service as follows: 

“While recognizing the need for extending 
and strengthening basic public health organiza- 
tion of this country, the Senate Committee on 
Finance, in recommending this deficiency ap- 
propriation, mentioned specifically the inadequacy 
of present service in respect to pneumonia, 
cancer, malaria, industrial hygiene, dental hy- 
giene, tuberculosis and maternal and _ child 
health. It, therefore, would seem desirable that 
proposals submitted by the States give appropri- 
ate consideration to these special disease prob- 
lems.” 
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Not Continuing 


The amount that would be available to Min- 
nesota under this appropriation was estimated 
at $9,996.82, Dr. Chesley said. It would not 
be a continuing yearly appropriation and, if se- 
cured, should undoubtedly be used for some 
special self-limited program. 

One proposal for an obstetrical consultation 
service in rural Hennepin and Ramsey Counties 
was tentatively outlined, consultants to be paid 
out of the fund. 

The possibility of using the fund to purchase 
a portable x-ray unit for use in making chest 
x-rays of contacts among the indigent and the 
Indians in connection with the epidemiology in 
tuberculosis was also suggested. 

The program of the Board in cancer, tuber- 
culosis, industrial hygiene, malaria control and 
pneumonia were briefly reviewed by Dr. Chesley 
and certain suggestions as to possible uses of 
the extra money in several of these programs 
were made, subject to approval of the Council. 


Industrial Program Underway 


Nothing has been done in cancer control 
work except that an appropriation was made 
for publication and distribution of leaflets to 
the Women’s Field Army of the American 
Society for Control of Cancer, Dr. Chesley 
said. 

A survey of the malaria situation in Minne- 
sota is now underway with other funds and 
laboratory service is already available in the 
Health Department for the industrial hygiene 
program as it is now constituted. Though it is 
known, incidentally, that Secretary of Labor 
Perkins favors transfer of all industrial hy- 
giene work to the Department of Labor, all 
professional and health agencies are united in 
the belief that such work belongs to health de- 
partments and should be kept there. 


Might Purchase Pneumonia Sera 


Dr. Chesley expressed the opinion that some 
of the funds thus made available might well be 
used to furnish pneumonia serum, the program 
having been curtailed as a result of the action 
of the last legislature. If the money is used 
for sera, it will not be necessary to ask the 
Division of Social Security to make arrange- 
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ments with county welfare boards to make up 
the deficiency. 


Education in Care of Prematures 


A sum of approximately $2,500 has been 
made available specifically for maternal and 
child hygiene work out of unexpended funds 
of the Children’s Bureau. The plan formulated 
by the Division of Child Hygiene for use of 
this fund was explained to the Council by Dr. 
V. O. Wilson. It calls for a three-day post- 
graduate course at the Center for Continuation 
Study on the University Campus, the subject 
to be New Methods of Care for Premature In- 
fants. Tuition and expenses for the course will 
be paid out of the fund for specially selected 
physicians from all parts of the state, the under- 
standing being that the physicians will then 
return and present the information to medical 
societies and hospital staff meetings. 


Course Approved 


The plan outlined by Dr. Wilson was specific- 
ally approved by the Council, also the general 
program now carried on by the State Board of 
Health as outlined by Dr. Chesley. 

Possibilities for use of the new fund includ- 
ing the purchase of the portable x-ray and for 
the obstetrical consultation service were dis- 
cussed but approval was withheld until more 
definite and concrete plans can be submitted. 


Vaccination Campaign 


A campaign for vaccination and immuniza- 
tion of children is about to be launched by the 
Olmsted-Houston-Fillmore-Dodge County Med- 
ical Society, Dr. T. B. Magath told Council 
and members of the Board. He asked for 
advice as to the most practical method of ap- 
proaching the problem in rural districts. 

Councilors reported that, in some cases, chil- 
dren were sent to the doctors’ offices; in others, 
medical society members went to the schools. 
In some instances those who could pay were 
assessed 50 cents each with the Red Cross or 
other agencies assisting in providing payment 
for those who could not pay their own fee. 
In Minneapolis the children went to the pri- 
vate offices of their physicians, and the welfare 
board paid for those who were unable to pay 
for themselves at a regular fee of one dollar 
for each vaccination. 


727 












Few Protected 








It was the consensus that each community 
should settle upon its own plan but efforts by 
physicians should be unflagging to see that all 
children in their communities are vaccinated and 
immunized. 


Studies reported upon by Dr. Magath in his 
section of the state showed that only 16 per cent 
of the children had been vaccinated. Dr. Ma- 
gath is in charge of the campaign for his county 
society. He is also a member of the State 
Board of Health. 

Subsequent discussion of the problem by 
Council members revealed a keen interest on 
the part of all of them in the problems of pro- 
tecting school children. No definite action on 
the matter was taken at this meeting; but a 
survey of methods tried out by county societies 
throughout the state will undoubtedly be made 
later and recommendations formulated for state- 
wide action. 











































































































New Diabetes Booklet 














The booklet, “Diabetes—How to Make It 
Harmless,” was published several years ago by 
the Committee on Diabetes. It proved extreme- 
ly popular with physicians and patients. The 
committee decided to republish and bring it up 
to date at a meeting held in Minneapolis. The 
Council approved the action of the committee 
and the finance committee will make budget 
provision for printing expense. The booklet 
will sell as formerly at 10 cents a copy and will 


be available to private patients through their 
physicians. 



























































Equable Distribution 











Medical care of injured WPA employees in 
Minnesota has been handled for some time in 
accordance with a plan drawn up in coopera- 
tion with the Minnesota State Medical Associa- 
tion. Lists of members who were willing to 
accept these patients were secured through the 
state office, and every effort has been made by 
WPA administrators to see that patients had 
their choice and that there was no unfair con- 
centration of the work in any quarter. Difficul- 
ties and complaints have been registered in 
Washington from other states, however, with 
the result that a statement by a medical society 
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representative is now required each month 
to the effect that work is being equitably dis- 
tributed. 


At the direction of the Council, therefore, the 
executive secretary will examine the books each 
month. If the distribution of work appears 
uneven anywhere in Minnesota, he will investi- 


gate before making any statement to Washing- - 


ton and he will report at intervals to the Coun- 
cil. 





NOTE FOR IDLE LAWYERS 


San Francisco, July 9.—A strong warning that 
the Federal‘Government might be compelled to 
provide legal services for persons who could 
not pay the present charges of lawyers, came 
today from Robert H. Jackson, Solicitor Gen- 
eral of the United States. 

“It has been for centuries thought the duty 
of government to take affirmative steps to see 


that its citizens received justice,” said the New 
Deal leader . 


“The government is already through relief 
rolls and WPA projects, providing support for 
a very substantial number of lawyers... 

“I have grave doubts that society will con- 
tinue to support idle lawyers and at the same 
time go without their service once it wakes up 
to what it is doing. 

“Our bar can not claim to be discharging its 
full duty to society by rendering service that is 
out of reach of an increasing proportion of our 
people.” 

Advising the bar to consider organizing within 
itself a plan for “low cost, high volume” legal 
services, the Solicitor General cautioned: 

“In default of our attention, this problem will 
be likely to be forced upon government.” 





SAVING YOUR REPUTATION 


(Monthly Editorial Prepared by the Medical 
Advisory Committee) 


Honesty and sincerity in all dealings with their 
clientele have paid big dividends in the regard 
which the public have for their medical advisors. 
This is shown by the lack of sympathy which 
accompanied recent attempts to legislate detri- 
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OF GENERAL INTEREST 


mentally to the welfare of the private practition- 
er in the public thinking and press. 

The Medical Advisory Committee has often 
noted, in checking the suits brought against our 
membership, that certain localities have many 
while others have none or very few. Has the 
attitude of the men towards their patients any- 
thing to do with the number? Has the patient- 
physician responsibility been, to some extent, lost 
sight of ? This is the question which most often 
comes to one’s mind. 

In the background of the controversial points, 
certain things have appeared most plainly in 
answer. It has often been noted in the evi- 
dence presented in court, that not enough time 
has been spent by the attending physician in 
discussing the medical or surgical aspects of the 
findings and treatment, and especially in explain- 
ing x-ray films to the patient or the one responsi- 
ble to represent the patient. 

The anxious patient soon senses the possibility 
that all is not right if the truth is withheld from 
him. He will make a quicker and better recov- 
ery if his morale is built up by the proper psy- 
chology. Let the patient follow his case, through 
your explanations of the why and wherefore 
of your line of treatment. Surely, knowing 
the probable outcome, he will share the responsi- 
bility with greater fortitude. 

It is very disconcerting while on the witness 
stand to be asked by a lawyer why full knowl- 
edge of the condition was not explained to the 
patient. It is surely much easier to defend one’s 
position if this question cannot be used. A little 
time and patience used in explanations at the 
beginning and throughout the case may save a 
reputation in the end. 


B.J.B. 





A Place in the Sun 


The moment that we get people to living properly 
we shall see an enormous reduction in disease. One of 
the most extraordinary things is that the good Lord 
gives us sunshine and chlorophyll and other things that 
science talks about and yet when the sun appears man 
hides himself, and when it disappears he comes out 
in the open again. God puts His people in the sun 
and then society comes along and shoves His people 
back into dungeons and behind bars and in dark rooms 
—and that is what we call civilization—Gana, F., 
British Jour. Tuber., July, 1937. 
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OF GENERAL INTEREST 





Dr. F. E. Mork of Anoka has purchased the Gates 
Hospital in that city and is having extensive altera- 
tions made. The building will be completely redeco- 
rated and modernized and will be known as the Anoka 
Hospital. 

e «#2 

Dr. and Mrs. R. J. Wilkowske and family, who 
have made their home in Nerstrand for the past seven 
years, have moved to Owatonna, where Dr. Wilkowske 
will be associated in the practice of medicine with 
Dr. D. E. Morehead. 

se « 

Dr. Smith and Miss Mary Elaine Burns, former su- 
pervisor of surgery and orthopedics in Saint Mary’s 
Hospital, Minneapolis, were married on September 
23, 1939. Mrs. Smith will assist Dr. Smith in his 
office and operative work. 

* @ 6 

Dr. David A. Sher has moved from Cold Spring, 
where he has been located the past four years, to 
Austin, Minnesota. Dr. Sher has disposed of his 
practice at Cold Spring to Dr. Joseph H. Barnett, 
formerly of Minneapolis. 

2 > 

Dr. Harold F. Buchstein has returned to Minne- 
apolis and has opened offices at 1837 Medical Arts 
Building for the practice of neurological surgery. 
Dr. Buchstein was formerly a fellow on neurosurgery 
at the Mayo Foundation and more recently Honorary 
Research Fellow at Yale University. 

x * * 

Dr. Graham Smith, graduate of the University of 
Minnesota Medical College and recently identified as 
interne at Saint Mary’s Hospital in Minneapolis, has 
located at Fulda, Minnesota. Dr. Smith will also be 
on the consultant staff of the Home Hospital at Slay- 
ton. 

ok « 

Dr. E. Robert Schwartz of Minneapolis has opened 
offices in Stewartville for the practice of medicine. 
Dr. Schwartz, a graduate of the University of Minne- 
sota in 1936 was formerly a member of the staff of 
the Student Health Service at the State University in 
Kansas. 

eo. 

Dr. Vernon L. Hart of Minneapolis was awarded the 
gold medal offered by the Southern Minnesota Medical 
Association for the best scientific exhibit at the recent 
meeting of the Minnesoa State Medical Association. 
His winning exhibit was that of radiographs of unusual 
fractures. 

“« * 

Dr. N. F. Musachio, a graduate of the University 
of Minnesota Medical School, has established himself 
in practice at Eden Valley. Before going to Eden 
Valley he spent a year at Saint Mary’s Hospital, Du- 
luth, and was associated for a time with Dr. R. T. 
Healey at Pierz. 
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OF GENERAL INTEREST 





Dr. and Mrs. L. Kenneth Onsgard of Houston, 
Minnesota, returned in August from a European cruise. 
They visited Iceland, Norway, Sweden, Denmark, Scot- 
land, Holland, England and France. They were in 
London during the first “black-out” and saw various 
preparations for war and air raid shelter. During 
their absence of seven weeks on this cruise, Dr. Ons- 
gard’s practice was in charge of Dr. R. E. Weismann. 
Dr. Onsgard reports that he was called upon to do 
an emergency appendectomy en route to North Cape, 
three hundred miles north of the Arctic Circle at 
midnight, when it was broad daylight outside. 


Dr. H. E. Hilleboe of Saint Paul has been named 
chief of the medical unit of the social welfare division 
in Minnesota under the Social Security Board. In his 
present capacity he wi!’ continue his former duties 
as director of the division of services for crippled 
children and tuberculosis and also will head the 
work formerly handled by the division of the deaf 
in the industrial commission. Dr. Hilleboe will serve 
as consulting medical official in matters of aid to de- 
pendent children, old age assistance, and other services 
in which medical advice is required by the Social 
Security regulations. 





Minnesota Medical Alumni 

The Minnesota Medical Alumni Association will 
meet on October 14, at 9 a. m., in the Eustis Amphi- 
theater of the University Hospital in conjunction with 
the program for the commemoration of’ the fiftieth 
anniversary of the founding of the Medical School. 

An unusually fine group of clinics has been ar- 
ranged by Dr. Wm. A. O’Brien, to be presented by 
Doctors Adson, Wangensteen, Barnes, McKelvey, 
Snell, and Watson. This program will be followed by 
the annual luncheon meeting, compliments of the 
University Hospital, when the revised constitution will 
be presented for adoption. 


Memorial Pilgrimage to Rochester 

In response to the request of many members, the 
Council of the Minnesota State Medical Association 
has arranged for a memorial pilgrimage to Rochester, 
Friday, October 27, 1939. On this occasion, Minnesota 
physicians will pay tribute to the memory of Dr. Will 
and Dr. Charlie Mayo. All members of the Associa- 
tion are invited to take part. 

Ceremonies will be conducted at Plummer Hall at 
3:30 P. M., President George Earl, presiding. Dr. 
E. L. Tuohy, Duluth, will make the address. At 4 
‘o'clock the visiting physicians will proceed in their 
‘cars to Oakwood Cemetery, where wreaths will be 
placed by Dr. Arnold Schwyzer, Saint Paul, and Dr. 
Charles W. More, Eveleth. The carillon will be 
played during the procession and ceremony at the 
graves. 


Physicians Wanted for CCC Duty 


While medical service for the Civilian Conservation 
Corps has in the past been supplied by the medical 
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section of the Officers’ Reserve Corps with the excep 
tion of a few doctors employed on a contract basis, 
doctors not on the reserve may now be employed 
under a rating of civilian employes, or on a contrac! 
basis. No quarters for families are provided and the 
doctor must pay for his food at camps. The initial 
pay is $2,600 a year. 

Those interested should apply to the office of the 
Surgeon, Headquarters Seventh Corps Area, Federal 
Building, Omaha, Nebraska. 


TRUTH ABOUT MEDICINES 
NEW AND NON-OFFICIAL REMEDIES 


The following products have been accepted by the 
Council on Pharmacy and Chemistry of the American 
Medical Association for inclusion in New and Non- 
official Remedies: 


Mercupurin.—An aqueous solution containing molar 
equivalent quantities of the sodium salt of B-methoxy- 
y-hydroxymercuripropylamide of trimethyl cyclopen- 
tane, dicarboxylic acid and of theophylline. Evidence 
is given that the theophylline in Mercupurin is chemic- 
ally combined with the mercurial. Mercupurin is a 
potent diuretic. It is perhaps less toxic and more 
active than the purine-free mercurial diuretics. It has 
been demonstrated that when theophylline is combined 
with the mercurial, sloughs and venous thrombosis 
occur with less frequency and severity. The drug is 
effective and well tolerated by intramuscular as well 
as intravenous administration. Mercupurin is used to 
remove excess fluid in edema of congestive heart 
failure, nephrosis, and cirrhosis of the liver with 
ascites. It is contraindicated in advanced chronic 
nephritis and acute renal disease. Care should be taken 
not to restrict the intake of sodium chloride too 
drastically, as copious diuresis may give rise to the 
symptoms associated with hypochloremia. The product 
is marketed in the form of ampules 1 cc. and 2 c.c. 
Campbell Products, Inc., New York. 


Ampoules Iodobismitol with Saligenin, 2 c.c—Each 
ampule contains from 0.115 to 0.133 Gm. of sodium 
iodobismuthite (equivalent to 0.024 to 0.027 Gm. 
metallic bismuth) and from 0.218 to 0.258 Gm. of 
sodium iodide dissolved in propylene glycol containing 
4 per cent saligenin and 0.1 per cent glacial acetic acid. 
Cutter Laboratories, Berkeley, Calif. 

Iodobismitol with Saligenin, 50 c.c. Bottle—Each 
2 cc. contains from 0.115 to 0.133 Gm. of sodium 
iodobismuthite (equivalent to 0.024 to. 0.027 Gm. of 
metallic bismuth) and from 0.218 to 0.258 Gm. of 
sodium iodide dissolved in propylene glycol containing 
4 per cent saligenin and 0.1 per cent glacial acetic acid. 
Cutter Laboratories, Berkeley, Calif. (Jour. A.M.A., 
June 3, 1939, p. 2278.) 

een Calco—A brand of sulfapyridine- 
N.N.R. (The Journal, May 6, 1939, p. 1831.) It is sup- 
plied in the form of tablets, 0.5 Gm. (7.7 grains). 
The Calco Chemical Co., Inc., Bound Brook, N. J 


ee. Ladeeleneds brand of sulfapyridine- 
N.N.R. (The Journal, May 6, 1939, p. 1831.) It is 
supplied in the form of tablets, 0.5 Gm. ve grains). 
Lederle Laboratories, Inc., Pearl River, N. 

oe, Merck—A _ brand of a 

(The Journal, May 6, 1939, p. 1831.) It is 
aaa in the form of tablets, 0.5 Gm. (7.7 grains). 
Merck & Co., Inc., Rahway, N. J. 

Tablets Sulfanilamide, 5 grains-The Upjohn Com- 
pany.—Each tablet contains sulfanilamide, (New and 
Non-official Remedies, 1939, p. 463) 5 grains. The 
Upjohn Company, Kalamazoo, Mich. 
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¢ REPORTS and ANNOUNCEMENTS e 





FIFTIETH ANNIVERSARY OF 
FOUNDING OF THE MEDICAL SCHOOL, 
UNIVERSITY OF MINNESOTA 


Thursday, October 12, 1939 
MORNING SESSION, 9:00 O’CLOCK 
AUDITORIUM OF MUSIC BUILDING 


Theme: Progress in the Application of Physical Chemistry to 
Med:cine 


Presiding: Grtorce E. Fan 
Professor of Medicine, University a Minnesota 


The Colloid Chemistry of Membranes in Living Orga- 
nisms. 
Hersert M. Freunpiicnu, Distinguished Service Professor, 
University of Minnesota 
The Performance of Osmotic Work in Living Systems. 
Maurice B. Visscuer, Professor of Physiology, University 
of Minnesota 
Some Reactions by Which Solutes May be Differential- 
ly Concentrated by the Kidney. 


Joun P. Perers, Professor of Medicine, Yale University 


Medical Education, Research, and the Public Health. 


Tuomas Parran, Jr., Surgeon-General, United States Public 
Health Service (University Convocation Address, 11:30 
a.m., Northrop Auditorium) 


LUNCHEON ROUND-TABLE DISCUSSIONS, 
12:30 O'CLOCK 
MINNESOTA UNION 


The Clinical Significance of Water and Electrolyte 
Balances. 
Chairman: Awncet Keys, Professor of Physiology, Univer- 
sity of Minnesota 
Leader of Discussion: Joun P. Peters, Professor of Medi- 
cine, Yale University 
Blood Regeneration in the Anemias. 
Chairman: Hat Downey, Professor of Anatomy, University 
of Minnesota 
Leader of Discussion: Grorcze H. Wuippte, Professor of 
Pathology and Dean of the Medical School, University 
of Rochester 
Clinical Problems of Thrombosis. 
Chairman: Exvexious T. Bett, Professor of Pathology, 
University of Minnesota 
Leader of Discussion: CHartes H. Best, Professor of 
Physiology, University of Toronto 


Current Trends in Public Health. 


Chairman: GayLorp W. ANnpberson, Professor of Preven- 
tive Medicine and Public Health, University of Minnesota 

Leader of Discussion: THomas Parran, Jr., Surgeon- 
General, United States Public Health Service 


AFTERNOON SESSION, 2:30 O’CLOCK 
NORTHROP AUDITORIUM 
Theme: Some Recent Investigations in Metabolism 


Presiding: CLARENCE M. Jackson, 
Professor of Anatomy, University of Minnesota 
Organic Chemistry in the Pursuit of Vitamin Research. 
Lee I. Smitu, Professor of Organic Chemistry, University 
of Minnesota 
Investigations of Metabolism of the Fatty Acids. 
Georce E. Burr, Professor of Physiological Chemistry, 
University of Minnesota 
Production, Utilization and Significance of Blood Pro- 
teins. (Annual Lecture of the Minnesota Pathologi- 
cal Society.) 


Greorce H. Wurtppie, Professor of Pathology and Dean 
of the Medical School, University of Rochester 
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Investigations Concerning the Problem of Thrombosis. 


Cuartes H. Best, Professor of Physiology, University of 
Toronto 


EVENING SESSION, 8:00 O’CLOCK 
NORTHROP AUDITORIUM 


Presiding: Harotp S. Drext, 
Dean of the Medical Sciences, University of Minnesota 


Medicine and the Commonwealth. 
Tue Honorasce Harotp E. Strassen, Governor of the State 
of Minnesota 
The Place of Medicine in a University. 
Guy Stanton Forp, President, University of Minnesota 


The Role of the Fundameital Sciences in Medical 
Progress. (The first Elias Potter Lyon Lecture.) 


Anton J. Cartson, Distinguished Service Professor of 
Physiology, University of Chicago 


Friday, October 13, 1939 
MORNING SESSION, 9:00 O’CLOCK 
NORTHROP AUDITORIUM 
Theme: Some Aspects of Immunity and Chemotherapy 


Presiding: Winrorp P. Larson, 
Professor of Bacteriology, University of "Minnesota 


Microbic Respiration. 
A. J. Kiuyver, Professor of Microbiology, Delft, Holland 


The Biology of Animal Virus Diseases. 


Rosert G. Green, Professor of Bacteriology, University of 
Minnesota 


Observations Upon the Mode of Action of Sulfanila- 


mide and Its Derivatives. 
Perrin H. Lone, Associate Professor of Medicine, Johns 
Hopkins University 


Chemistry in Urinary Antisepsis. 


Henry F. Hetmuowz, Professor of Pediatrics, The Mayo 
Foundation, University of Minnesota 


LUNCHEON ROUND-TABLE DISCUSSIONS, 
12:00 O’CLOCK 


MINNESOTA UNION 
Chemotherapy. 


Chairman: ArtHur D. Hirscureiper, Professor of Phar- 
macology, University of Minnesota 

Leader of Discussion: Perrin H. Lone, Associate Professor 
of Medicine, Johns Hopkins University 


Clinical Aspects of the Vegetative Nervous System. 
Chairman: Frank C. Mann, Professor of Experimental 
Medicine, The Mayo Foundation, University of Minne- 
sota 
Leader of Discussion: Water B. Cannon, Professor of 
Physiology, Harvard University 


Clinical Physiology of the Gastro-Intestinal Tract. 


Chairman: Owen H. WaAnNGENSTEEN, Professor of Surgery 
University of Minnesota 

Leader of Discussion: Anton J. Cartson, Distinguished 
Service Professor of Physiology, University of Chicago 


Neurophysiology. 
Chairman: J. Cuarnitey McKintey, Professor of Nervous 
and Mental Diseases, University of Minnesota 
Leaders of Discussion: DetLev W. Bronk, Professor and 
Director, Institute of Neurology, University of Pennsyl- 
vania; Hersert S. Gasser, Director, Rockefeller Institute 
for Medical Research 


Recent Advances in Bacteriology. 
Chairman: A. T. Henrici, Professor of Bacteriology, Uni- 
versity of ns ee 


Leader of Discussion: 
biology, Delft, Holland 


A. J. Kiuyver, Professor of Micro- 
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AFTERNOON SESSION, 2:00 O’CLOCK 
AUDITORIUM OF MUSIC BUILDING 


Theme: Some Approaches to the Nervous Control of the 
Organism 


Presiding: AnprEw T. RASMUSSEN, 
Professor of Neuro-Anatomy, University of Minnesota 
The Chemical Approach to the Problem of Convulsive 
Mechanisms. 
Irvine McQuarriz, Professor of Pediatrics, University of 
Minnesota 
Methods of Analysis of Nervous Action. 
Hersert S. Gasser, Director, Rockefeller Institute for 
Medical Researc 
The Nervous System in the Regulation of Visceral 
Processes. 
Dettev W. Bronk, Professor and Director, Institute of 
Neurology, University of Pennsylvania 
The Argument for Chemical Mediation of Nerve Im- 
pulses (The Annual Alpha Omega Alpha Lecture.) 


Wa ter B. Cannon, Professor of Physiology, Harvard Uni- 
versity 


EVENING SESSION, 6:30 O’CLOCK 
BALLROOM, MINNESOTA UNION 


Presiding: Harotp S. Dien, 
Dean of the Medical Sciences, University of Minnesota 
The Medical School of the University of Minnesota in 
Retrospect and Prospect. 
Harotp S. Drent, Dean of the Medical Sciences, University 
of Minnesota 
The Medical School from the Point of View of the 
Alumni. (The Herman M. Johnson Lecture of the 
Minnesota State Medical Association.) : 
Oxar J. Hacen, Class of 1906, Moorhead, Minnesota 


Graduate Medical Education. 


Donatp C. Batrour, Director, The Mayo Foundation, Uni- 
versity of Minnesota 


Presentation of Distinguished Service Award of Min- 
nesota State Medical Association Posthumously to 
Dr. William J. Mayo, Dr. Charles H. Mayo, and 
Dr. Herman M. Johnson. 

Georce Eart, President of the Minnesota State Medical 
Association 
Progress in Medical Education on the American Scene. 


Ricnuarp E. Scammon, Distinguished Service Professor, 
University of Minnesota 


Saturday, October 14, 1939 
MORNING SESSION, 9:00 O’CLOCK 
EUSTIS AMPHITHEATER, UNIVERSITY HOSPITAL 
Anniversary Clinics 
Presiding: W1tt1am A. O’Brien, 


Director, Postgraduate Medical Education, University of 
Minnesota 


The Surgical Consideration of Essential Hypertension. 
Atrrep W. Apson, Professor of Neurosurgery, The Mayo 
Foundation, University of Minnesota 


A Physiological and Surgical Critique of the Surgeon’s 
Roéle in the Management of Peptic Ulcer. 
Owen H. WaAnNGENSTEEN, Professor of Surgery, University 
of Minnesota 


Certain Physiologic Concepts Important in the Practice 
of Cardiology. 
Arvie R. Barnes, Professor of Medicine, The Mayo Foun- 
dation, University of Minnesota 


Some Disturbances of the Vascular System in Preg- 
nancy. 
Joun L. McKetvey, Professor of Obstetrics and Gyne- 
cology, University of Minnesota 


Sprue and Related Diseases Affecting Intestinal Ab- 
sorption. 
Apert M. Swett, Associate Professor of Medicine, The 
Mayo Foundation, University of Minnesota 
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Jaundice Due to Cancer. 


Cecit J. Watson, Associate Professor of Medicine, Univer- 
sity of Minnesota 


NOTE: On October 16 to 21 the School of Nursing of the 
University of Minnesota will celebrate the Thirtieth Anniversary 
of its establishment. An Institute on | Administration 
and Education will be held in the Center for Continuation 
Study. A series of exhibits, special demonstrations and con- 
ferences will be conducted in the hospitals, and Miss Isabel 
M. Stewart of Teachers College, Columbia University, will 
deliver the Richard Olding Beard Lectureship address. 


MINNEAPOLIS SURGICAL SOCIETY 


The first meeting of the year of the Minneapolis 
Surgical Society will be a dinner meeting, October 5, 
at the Minneapolis Athletic Club. Dr. Arthur R. 
Metz, past president of the Chicago Surgical Society, 
will present a paper and show a movie taken while 
accompanying an extensive hunting expedition into 
Africa. 


WABASHA COUNTY SOCIETY 


The seventy-first annual meeting of the Wabasha 
County Medical Society will be held at Lake City, 
Minnesota, Thursday, October 5, 1939. The business 
session will be held in the City Hall at 4:30 pm, 
with dinner at the Blue Moon Cafe at 6:30 pm. The 
Scientific Session, which will be held in the City 
Hall, immediately after the dinner, will include the 
following papers: 

President’s Address—“Malaria With Case Report,” 
Dr. B. J. Bouquet, Wabasha. 

“Tetanus and Its Prevention,” with Report of a 
Case from Wabasha County, Dr. P. H. Heersema, 
Mayo Clinic. 

“Surgical Drainage of the Abdomen,” Lantern slide 
illustrations, Dr. R. A. Glabe, Plainview. 

“Urologic Pathologic Museum,” Picture Demonstra- 
tion, Dr. W. E. Bannen, La Crosse, Wis. 

Entertainment for the ladies will be provided by 
the local doctors’ wives. 

Officers of the Society are: President, Dr. B. J. 
Bouquet, Wabasha; vice president, Dr. E. W. Ellis, 
Elgin; secretary, Dr. W. F. Wilson, Lake City. 


WASHINGTON COUNTY SOCIETY 


The Washington County Medical Society held its 
regular monthly meeting September 12. The guest 
speaker, Dr. Robert M. Burns, Saint Paul, took for 
his subject: “Accidents in Homes and Industries” and 
the several degrees of disability following same. He 
used charts prepared by Dr. Chesley covering this state, 
and presented much information on the subject from 
other sources. 

The doctor also spoke on the difficulty of estimating 
the time of probable recovery and the degree of dis- 
ability from accidents whether complete, partial or 
permanent, and showed charts of insurance companies’ 
estimates. The subject was well presented. 

The meeting was attended by Dr. Sherman of Bay- 
port, and Dr. Stella Wilkinson of Newport. 
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BOOK REVIEWS 


BOOK REVIEWS SYMPOSIUM ON THE SyNaPSE. Reprinted from Journal 


r- Sates tiatil Siieis utatinnl on: heat of Neurophysiology, 1939. Herbert S. Gasser, Joseph 
e ere come ie proper ami: ° 
He anepin = i eo County Medical libraries — AI Erlanger, Detlev W. Bronk, Rafael Lorente De N6, 
ne reviewed, Members, however, are urged to write reviews and Alexander Forbes. 74 pages. Illus. Cloth bind- 
‘4 of any or every recent book which may be of interest ing. Springfield, Ill.: Charles C. Thomas, 1939. 
s to physicians. 
i . Orrice Gynecotocy. J. P. Greenhill, B.S. M.D. 
ili BOOKS RECEIVED FOR REVIEW F.A.C.S. Professor of Obstetrics and Gynecology, 
TREATMENT IN GENERAL Practice. The Management Loyola University Medical School, Chicago; Pro- 
of Some Major Medical Disorders. A series of fessor of Gynecology, Cook County Graduate School 
articles by various authors. 2 Vols. First published of Medicine; attending gynecologist Cook County 


in England, Vol. 1 in March, 1936, and Vol. 2 in Hospital; editor of “Gynecology” in the Year Book 
November, 1936. Vol. 1, 259 pages; Vol. 2, 436 of Obstetrics and Gynecology; author of “Obstetrics 


 Tilus. Pri 7.50, cloth. Boston: Little, for the General Practitioner.” 406 pages. Illus. 
™ el & Co. 1930.” $ 7” oe — Price, $3.00, cloth. Chicago: The Year Book Pub- 
Ss , lishers, 1939. 
R. DISEASES OF THE SKIN. Tenth Edition. Richard L. 
y, Sutton, M.D., Sc.D., LL.D., F.R.S. (Edin.), Profes- 
e sor of Dermatology, University of Kansas School 
of Medicine; and Richard L. Sutton, Jr, A. M. NEW AND NONOFFICIAL REMEDIES, 1939. 
. M.D., L.R.CP. ons Seen oo pes Containing descriptions of the articles which stand 
illus Price. $is oy St isola ¢ V. ie accepted by the Council on Pharmacy and Chemis- 
Co., ‘1939. re : ' a try of the American Medical Association on Jan. 1, 
' 1939. Cloth. Price, postpaid, $1.50. Pp. 617. Chi- 
oe Edition. Roy H. Parkins, Me Ly ACS. cago: American Medical Association, 1939. 
4 Head Oculist and Aurist to St. Joseph’s Hospital, Fach ‘sed list of th ticl hict d 
ys San Francisco, Calif. 243 pages. Illus. Price, $2.25, a eS eee oe Se eee stan 
S cloth. St. Louis: C. V. Mosby Co., 1939. accepted by the Council on Pharmacy and Chemistry 


; M ; p <2 d Editi Charles of the American Medical Association as of January 
e " . oa BS. 5 ge lege — Clinical first is published in book form under the title of “New 
y Laboratory, Dallas, Texas; Consulting Pathologist, and Nonofficial Remedies.” The book contains the 
e St. Louis Southwestern Ry. Hospital, Texarkana, descriptions of acceptable proprietary substances and 


a: ee a. a. — their preparations, proprietary mixtures if they have 
” Price $3.25. pe “a a CV Mosby Co. Originality or other important qualities, important non- 


proprietary nonofficial articles, simple pharmaceutical 


: , SILVER PICRATE 


CONVENIENT OFFICE y 
TREATMENT FOR a nea sa 


; TRICHOMONAS | 
VAGINITIS 










Tus simple treatment requires but 
two office visits, a week apart, for insuffla- 
tions and the nightly insertion of a Silver 
Picrate suppository for twelve nights. 


i Be ee 


7 Complete remission of symptoms and re- 
. moval of the trichomonad from the vaginal 
smear usually is effected following the Silver 
Picrate treatment for trichomonas vaginitis. 


i Complete information on request 
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BOOK REVIEWS 


preparations, and other articles which require retention 
in the book. 

A list of articles and brands accepted by the Council, 
but not described, is included in the book to cover 
simple preparations or mixtures of official articles 
(U.S.P. or N.F.) marketed under descriptive, nonpro- 
prietary names for which only established claims are 
made. Diagnostic reagents which are not used in or 
on the human body, and protein diagnostic prepara- 
tions are not included in New and Nonofficial Remedies 
unless the determination of the status of these products 
by the Council has been requested by the distributor: 
If such products are found to be marketed in accord- 
ance with the Council’s rules, they may be included in 
the list of undescribed, but acceptable articles. 

A supplement to the annual volume of New and Non- 
official Remedies is published twice a year to bring up 
to date such current revisions and additions as have 
been necessary since its last publication. Every prod- 
uct included in the book is subject to the official rules 
of the Council. The comments to rules are changed 
occasionally by way of clarifying interpretation to 
insure fair consideration of all submitted preparations 
as new standards are recognized. Such constant and 
critical consideration of its contents provides the physi- 
cian with a valuable reference list of acceptable new 
preparations on which to base his selection for use in 
treatment according to the established current practices 
of the profession. 

New and Nonofficial Remedies for 1939 omits many 
articles which appeared in the publication for 1938. A 
few of these have been omitted by action of the Coun- 
cil because they conflict with the rules that govern the 
recognition of articles or because their distributors did 
not present convincing evidence to demonstrate their 
continued eligibility. Among these are:  Biliposol, 
Serobacterins and Suppositories Salyrgan. A consid- 
erable number of others have been omitted as being off 
the market. 

The 1939 New and Nonofficial Remedies, of course, 
contains the revisions which appeared in the supple- 
ments for the 1938 edition, and continues the plan of 
grouping together articles having similar composition 
or action under a general discussion. These discus- 
sions have undergone considerable revision in the 1939 
edition. Further revision of statements regarding the 
actions, uses, dosage, composition, purity, identity, 
strength or physical properties of many of the articles 
has also been necessary in some cases. Noteworthy 
revisions are: Anesthetics, Local, Bismuth, Com- 
pounds, Organs of Animals; Vitamins and Vitamin 
Preparations and Liver and Stomach Preparations. 

The indices of the new volume of New and Non- 
official Remedies are of the same order and plan as in 
previous editions. A general index lists accepted arti- 
cles, including those not described. This is followed 
by an index to distributors in which appear all the 
Council accepted articles listed under their respective 
manufacturers. Finally, a bibliographical index is added 
for listing proprietary and unofficial articles not in- 
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cluded in N.N.R. This includes references to the Coun- 
cil publications concerning each such article as has 
appeared in The Journal of the A.M.A., Reports of the 
Council on Pharmacy and Chemistry, Propaganda for 
Reform, Vol. 1 and 2, or Reports of the A.M.A. 
Chemical Laboratory. 


PRINCIPLES OF CHEMISTRY. Fifth Edition. Jo- 
seph H. Roe, Ph.D., Professor of Biochemistry,’ 
School of Medicine, George Washington University; 
formerly Instructor in Chemistry, Central School of 
Nursing, Washington, D. C. 503 pages. Illus. Price, 
$3.00, cloth. St. Louis: C. V. Mosby Co., 1939. 


This book purports to be a text for the training of 
student nurses. It aims to present the essentials of 
both inorganic and organic chemistry as factors in 
human physiology. 


The reviewer has no hesitancy in acknowledging this 
book as a fine and unique work. Its use as a text for 
student nurses requires careful selection by the instruc- 
tor of such portions as the limited time, facilities, and 
local nursing standards indicate. For the nurse it is a 
good conservative reference book; for the physician, 
a nice piece of ground upon which to keep one foot. 


R. L. N. 


AN INTRODUCTION TO SOCIOLOGY AND SO- 
CIAL PROBLEMS. By Deborah MacLurg Jensen, 
R.N., B.Sc. Cloth. Price $2.75. 341 pages. St. Louis: 
C. V. Mosby Co., 1939, 


Due to the brief time allotted to the subjects of 
Sociology and Social Problems in the nursing curric- 
ulum, the author has purposely divested her book of 
detail and amplification in order to give a clear and 
comprehensive picture of the fields. Little original 
though is displayed; rather, the material is a compila- 
tion of the best recognized sources available. 

The most significant feature of this book is Mrs. 
Jensen’s stress on the importance of the nurse’s study- 
ing the whole patient as well as expertly carrying out 
technical procedures. “This implies,” says Mrs. Jensen, 
“that she (the nurse) must study each of her patients 
and try to appreciate the background and experiences 
out of which his present attitudes became fixed. She 
needs to be aware, not only of the medical and nursing 
problems associated with this patient and the disease, 
but also to recognize the social problems which have 
developed or become accentuated because of the disease 
situation.” 

The nurse can well profit by incorporating this point 
of view into her professional ethics. Her horizons will 
be broadened to include not only the physically and 
mentally handicapped, but also the socially handicapped 
as well. This book is written with the hope that nurses 
will develop a broad and objective viewpoint to social 
problems and to see their close interrelationship with 
illness and health situations. 

M. L. Zratovsx1, M.D. 
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